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PNEUMOCOCCIC MENINGITIS 
CASE REPORTS—-WITH ONE RECOVERY 


ELBERT H. SHULLER, M.D. 





MCALESTER 


A variety of diseases are caused by the 
pneumococcus. It is an organism which is 
found in the mouths of from 80 to 90 per 
cent of our people and the group of 
diseases caused by it is one of the greatest 
menaces to our race. Osler says in the 
words of John Byron, “One of the most 
widespread and fatal of all acute diseases, 
pneumonia, has become the ‘captain of the 
men of death.’ ” 

Pneumococcic meningitis is a disease 
caused by this organism and which may be 
primary in the meninges or may be sec- 
ondary to a pneumomoccic infection in 
some distant organ and which, though 
comparatively rare, wields even a more 
deadly sword than does pneumonia. Until 
recent years it was considered to be a dis- 
ease which was 100% fatal, but more re- 
cent observation has shown that there are 
occasional cases which are definitely 
proven to be pneumococcic meningitis that 
recover. In a series of twenty-nine cases 
reviewed by the author there were reports 
of five recoveries. 


Of this group of cases there were eight 
cases reported as primary and twenty-one 
as secondary to some other focus. Of the 
twenty-one which were secondary, ten were 
secondary to otitis media and mastoiditis, 
three were accompanied by pneumonia, 
three associated with meningococcic men- 
ingitis and the primary focus of the pneu- 
mococcus not determined, two secondary 
to acute laryngitis and bronchitis, and one 
secondary to an abscess of the scalp from 
which the pneumococcus was isolated. The 
source of the other two was not given. 


There has been considerable discussion 
as to how the infection reaches the men- 
inges. It has been demonstrated that there 
are minute lymph channels extending 
from the mucous membrane of the nasal 
passages to the meninges and it is conclud- 
ed that the infection may pass to the brain 
by this route. It may also be concluded 
that the infection may reach the meninges 
from the peri-nasal sinuses and the mas- 
toid cells and middle ear in the same way. 


In the review of the cases just made 
there are several cases which cannot be 
traced to a definite focus and with no 
manifestation of involvement in the media 
by which it reached the brain. This can be 
explained by the assumption that the in- 
fection is transmitted through the blood 
stream. Chalier and Puig’ reported two 
cases in the J. de Med. de Lyon in which 
no primary focus could be demonstrated, 
but a pneumococcemia was demonstrated 
by culture. He also refers to experiments 
by Voisin in which the pneumococcus was 
injected into the blood, the ear and the 
nose of dogs. He found that in all cases of 
meningitis that occurred in the cases where 
the pneumococcus was injected into the 
nose, a pneumococcemia was demonstrat- 
ed by culture. In this paper two cases will 
be presented in which there was evidence 
of a pathological process in the blood 
stream as manifested by an extensive sub- 
cutaneous purpura. Unfortunately, no 
blood cultures were taken. 


It is not an uncommon thing to observe 
symptoms in cases of pneumonia which 
suggest that there is some cerebral irri- 
tation. This may not be histologic or or- 
ganic, but rather due to the profound 
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toxemia, and be passed off as meningis- 
mus. This is not always true, however. In 
a series of fifty-five cases of pneumonia 
which were autopsied in the clinic of 
Palermo’ between 1880 and 1896, there 
were five cases of meningitis not diagnos- 
ed ante-mortem, and in the series reviewed 
several were diagnosed though not con- 
firmed till autopsy. Meningitis developing 
secondary to pneumonia or other pneumo- 
coccic foci, may present the typical symp- 
toms of any meningitis, or it may be prac- 
tically devoid of nervous symptoms. Cor- 
can,’ in an article in the Rev. Frac. de 
Pediat., Paris, in 1928, reported four cases 
and referred to others in which the chief 
symptoms were prostration, restlessness, 
generalized muscular hypertonia, and 
stiffness of the neck. Autopsies on all of 
these cases showed a very definite menin- 
gitis. The symptoms of the meningitis 
may be general or localized or even absent 
entirely. The severity of the symptoms, 
according to Pollaci,‘ depend on the vari- 
ation of increase of the intracranial pres- 
sure. If the infection is general and the 
intracranial pressure is generally increas- 
ed, then the symptoms will be general. If 
the infection is localized and the pressure 
is local, then the symptoms will be local. 
If the process is local and located in a 
silent area the symptoms may be entirely 
absent. In any case of acute infection of 
the respiratory tract where nervous symp- 
toms occur they should not be treated 
lightly. 

The diagnosis of this type of meningitis, 
whether primary or secondary, the same 
as any other type, is made from symp- 
tomatology and from spinal puncture. In 
most of the cases reviewed by the author 
the diagnosis was confirmed by the an- 
alysis of the spinal fluid. In several cases 
the gram positive organism was found in 
the fluid of the initial puncture. This was 
not constant, however. In several cases 
the punctures were repeated several times 
before the invading organisms were 
found. In some cases, usually with pro- 
nounced symptoms, the fluid was under 
marked increase of pressure and with 
marked increase of white cells and albu- 
men. In others there was very little in- 
crease of pressure and practically no 
change in cytology, yet at autopsy very 
definite pathology was demonstrated. 
Corcan,’ reports two cases in which re- 
peated spinal punctures were negative, yet 
at autopsy a definite meningitis was found 
extending over the entire cortex from 
which a pure culture of pneumococci was 


isolated. In these cases there was no evi- 
dence of involvement in the cord, the bulb 
or the ventricles, and no adhesions around 
the foramina. He also refers to cases re- 
ported by Holt, Brady and Weill, Bertoye 
and Bujudoux, in which the same findings 
were present. None of the purulent foci 
seemed to communicate with the spinal 
canal or with the peri-encephalitic spaces. 
The exudate seemed to be extremely dense 


and fibrinous and thus the focus remained - 


encysted. 


Corean also reports two cases in which 
the early symptoms were practically the 
same as those mentioned above in which 
repeated punctures were done and the 
first reports of the analysis were negative 
while the latter ones were positive. 
Autopsy on these patients showed conclus- 
ively that there had been a localized focus 
of meningitis which later became general. 
He concludes that the change of intra- 
cranial pressure which followed the punc- 
tures allowed a filtration of the pus 
through the fibrino-plastic barrier thus 
producing a purulent transformation of 
the cerebrospinal fluid. 


Treatment of this condition has not been 
gratifying. There seems to be no treat- 
ment which has been universally satis- 
factory. Of the five recoveries referred to 
above, one was treated by spinal drainage 
and the injection of Felton’s serum intra- 
spinally and intravenously. A second was 
given potassium permanganate per rectum 
by the Nott technique. A third was treat- 
ed by drainage and the use of polyvalent 
anti-pneumococcic serum. The fourth was 
treated by intra carotid injections of Pre- 
gal’s solution of iodine and neutral acri- 
flavine. The fifth was treated by subdural 
drainage alone. Uhr", in an article publish- 
in the Archives of Pediatrics, in 1929, re- 
fers to reports of recoveries of isolated 
cases by Halle, Parkinson, Culper, Brown, 
Ervin, Rosenow, Glovus, Harkey and 
others. The methods of treatment in these 
cases not mentioned above are, drainage 
and injection of pneumococcic vaccine, 
Hamton’s antibody solution, intramuscu- 
larly and intradermally, and ethylhydro- 
cupreine hydrochloride. 


Since there seems to be no specific treat- 
ment and since a large percent of the cases 
are secondary to infections in the sinuses 
and mastoid cells, it seems that the best 
method is prophylaxis. A careful investi- 
gation and adequate surgical drainage of 
all accessible foci will do much to lower 
the frequency of the disease and thus low- 
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er the mortality. If the disease has de- 
veloped, then it must be treated with the 
best means that we have at hand. 


At this time I wish to present two cases 
which came under my observation, one of 
which was treated with recovery. 


Case No. 1. G. R. M. Entered University Hos- 
pital, October 30, 1930, at 4 o’clock, P. M. His- 
tory was not obtained because of irrational state 
of the patient. It was learned, however, that he 
had taken suddenly ill two days before admis- 
sion. 


Examination revealed an acetone breath. Eyes 
did not react. There was no strabismus or nys- 
tagmus. Heart apparently no:mal except for 
tachycardia. Auscultation of lungs revealed 
coarse rales in both bases but there was no evi- 
dence of massive corsolidation. Rigidity of the 
back and neck was slight. There was very little 
response to Brundinsky and Kernig’s tests. There 
were ve.y numerous small petechial hemorrhages 
over the entire skin surface. 


Urine analysis showed sp. gr. 1019, some ace- 
tone and mary hyaline casts. Blood count show- 
ed 48 leukocytes, 46 neutrophiles, 8 transitionals 
and 46 S. L. Platlets were entirely absent. On 
a basis of the urinary findings, a blood protein 
was made and reported as follows: N. P. N. 120, 
urea 67.5, uric acid 8, creatinin 8. He expired 
five hours after admission. A_ spinal puncture 
was done immediately post mortem and a cloudy 
fluid was obtained. Analysis showed a cell count 
of 420, practically all polys and many gram posi- 
tive diplococci. Whether the nitrogenous reten- 
tion was a coincidence or a sequence of the menin- 
gitis is not known. An autopsy was not permit- 
ted. 


Case No. 2. S. A. World war veteran, age 36. 
Entered University Hospital, April 11, 1931, with 
history of onset three days prior to admission 
with chill, high fever, sore throat, severe occipital 
headache, and pain in the back. There was marked 
rigidity of the back and neck ard also a very 
extensive purpura for two days before admission. 
Examination revealed the patient to be in a 
stupor. The eyes reacted normally to light and 
accommodation. There was no nystagmus or 
strabismus. No marked inflammation of the 
the throat. Auscultation, percussion, and X-ray 
of the chest was negative. Heart was apparent- 
ly normal. There was an extensive purpura over 
the entire body surface together with a hyper- 
sensitiveness of the skin surface. Brudinsky and 
Kernig’s signs were positive and all deep re- 
flexes were exaggerated. The urine was normal. 
Blood count showed the red cells to be normal 
with a leukocytosis of 20,100 with 87% poly- 
morphs, and 13 small lymphocytes. Analysis of 
the spinal fluid dore on admission revealed heavv 
globulin and a cell count of 24,000 leukocytes with 
71% polymorphs. Also many gram_ pos'tive 
diplococci were found by direct smear. Culture 
of the fluid revealed the same organism. The 
puncture was repeated the following morning and 
the analysis was practically a repetition of that 
of the evening before. About 20 cc. of spinal 
fluid was withdrawn and 15 cc. of Mulford’s pneu- 
mococcic antibody solution was given intraspinal- 
ly and 35 cc. intravenously. Spinal and cisternal 
punctures were repeated on the first, second, 
third, fourth, fifth, seventh, tenth and fourteen- 
th days following admission, and as much fluid 


as would drain freely was removed. This was 
usually from 20 to 30 ec. Fifty cc. of the anti- 
body solution was given on the first, third and 
fifth days, a portion being given intraspinally, 
usually being 5 to 10 cc. less than the amount of 
fluid removed and the remaining portion being 
given intravenously. No organisms were fouad 
either by smear or culture after the first injection 
of the antibody solution. The cell count of the fluid 
rapidly dropped until the time of the last punc- 
ture which was done on the 14th day following 
admission when only 26 cells were found. There 
was never any matked increase of pressure and 
after the fourth day the fluid was practically 
clear. The temperature varied between 100 and 
103 the first nine days then gradually subsided. 
The pulse followed a line proportional to the 
temperature. After the first week the rigidity 
of the reck and back began to subside and the 
purpura disappeared. Convalescence was pro- 
gressive, but on the twenty-first day, he develop- 
ed what appeared to be a phlebitis in the right 
calf, which subsided after a few days. The pa- 
tient had considerable difficulty in regaining the 
motor function of his limbs, but on May 19, 1931, 
thirty-five days after admission, he was discharg- 
- from the hospital apparently entirely recover- 
ed. 


Unfortunately, a blood culture and a 
blood chemistry was not done on the latter 
case. Whether the purpura was caused by 
a severe uremia such as was present in the 
first case, or whether it was caused by 
bacteremia is not known, but with appar- 
ent adequate urinary function, the absence 
of positive urinary findings, and the ab- 
sence of the characteristic odor of uremia, 
it was concluded that it was probably due 
to a bacteremia associated with the menin- 
gitis. It is impossible to say what was the 
main factor in the recovery of this case. 
Some of the observers feel that the re- 
covery was due largely to the repeated 
drainage. Others contend that since there 
were never any organisms found after the 
first injection intraspinally, the antibody 
solution probably played some role in the 
recovery. 
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SOCIAL INSURANCE—MOST GOVERNMENTS 
ARE INEFFICIENT OR CORRUPT— 
SOME ARE BOTH. 








By DR. EDWARD H. OCHSNER 
Chicago, Illinois. 





One of the very first questions that naturally 
arises is: Have any of our government agencies 
so conducted themselves in the past as to make 
it reasonably safe for us to entrust so stupendous 
a function as universal social insurance to any 
branch or department? I maintain that most of 
our local as well as state governments are inef- 
ficient or corrupt, and some are both. 


Let any one who doubts the correctness of this 
statement spend a little time to look around with 
a critical eye and observe how most local govern- 
ments, the various departments of the state in 
which he lives, and the departments of the federal 
government are conducted, and I am convinced 
that he will find more inefficiency than he has 
ever dreamed could exist, If he does not person- 
ally know of corruption and inefficiency in gov- 
ernment, let him but scan one single daily news- 
paper regularly for a month in order to be con- 
vinced. And what else can one expect who is at 
all familiar with politics as it has been played and 
managed in these United States in the year 1931 
—the manner in which most men secure their 
nominations and later their elections, and to 
whom they are beholden when they take office? 


We have all seen the statement repeatedly in 
the public press, but have never seen it success- 
fully refuted, that in pe | of the political sub- 
divisions of our country only sixty percent of the 
taxes collected are effectively spent, the remain- 
der being fritted away, wasted or stolen. This 
inefficiency and corruption is due to many causes 
of which some of the more important are: 


The fact that so far no formula has been dis- 
covered according to which the most efficient, 
honest, industrious and worthy members of the 
community can be secured for public office. Nor 
has there been any method devised whereby spoils 
politics, favoritism, pull, nepotism, waste and 
graft can be eliminated with even a reasonable 
degree of certainty. The individual who could 
solve these two problems would not only be the 
greatest benefactor of the human race but the 
wisest man the world has so far produced. Plato 
tried to solve this problem twenty-three centuries 
ago when he wrote his Republic. For a time he 
actually thought he had found a solution. He 
prevailed upon the King of Syracuse to adopt his 
plan and put it into operation. The King tried it 
for a while, tired of it and sold Plato into slavery. 
Some good friends ransomed him. After that he 
was not so sure that his scheme would work in 
practice. Things are not much different today 
than they were in the time of Plato. Only worse. 


Worse because of the increase in population re- 
sulting in larger governmental units, the enor- 
mous increase in the number of those exercising 
the franchise, the increase in the percentage 
number of ignorant voters and the ever increas- 
ing astuteness and finesse of our practical poli- 
ticians. 

Inefficiency and corruption is so common that 
we have become callous to it. We are annoyed 
by it, we grumble and complain mildly about it, 
we pay our ever mounting taxes if we have any- 
thing with which to pay and “let it go at that.” 
It almost seems as though we humans had adopt- 
ed David Harum’s dog philosophy and were ap- 
plying it to ourselves. He said: 


“A certain amount of fleas is good for a dog, 
it keeps him from brooding on being a dog.” 

The best illustration of governmental muddling 
in general is to be found in the mess most govern- 
ments of the world have made of themselves dur- 
ing the past twenty years. As examples, we need 
but call attention to the virtual bankruptcy of 
Germany and of Austria, the maladministration 
in Russia, the revolutions in Spain, China, Central 
and Sotuh America, the dictatorships in Poland 
and Italy and when we come nearer home, the 
general lawlessness in the United States with 
its murders and kidnaping for ransom; condi- 
tions in the city of New York as disclosed by the 
Seabury Investigation; the virtual bankruptcy of 
Chicago and Philadelphia, and the near bank- 
ruptcy of many other governmental units. 

Let us study conditions in our own country a 
little more in detail in order to determine whether 
it would be wise or even safe to entrust the 
federal, state and local government or any one 
of them, with supervision over the private lives of 
its citizens. (This phase of the problem will be 
taken up more in detail in the future install- 
ments). 
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PARENTERAL USE OF LIVER EXTRACT 
IN TREATMENT OF PERNICIOUS 
ANEMIA 





A series of fourteen cases of pernicious 
anemia in relapse were treated by Joseph E. 
Connery and Leonard J. Goldwater, New York 
(Journal A.M.A., March 26, 1932), with varying 
amounts of a parenteral liver extract. In ail 
cases there occurred prompt hematologic and 
clinical improvement. In general those factors 
which influence the clinical and hematologic 
course in patients treated with whole liver or 
with liver extract by mouth operated in the cases 
treated parenterally. A plan of treatment is sug- 
gested. There is some evidence that smaller 
dosage may be adequate. Nothing in any way 
suggestive of an allergic reaction of any type 
was noted in more than 500 intramuscular in- 
jections. A group of cases previously treated 
with other forms of liver therapy were changed 
to treatment with weekly intramuscular injec- 
tions of the material derived from 100 Gm. of 
liver. Two of these cases showed red cell counts 
below 4 million when the treatment was 
changed. All the cases showed clinical and hema- 
tologic improvement, and remained in a state of 
satisfactory remission during the period of ob- 
servation. Special indications for the use of 
parenteral liver extract are enumerated. A mis- 
cellaneous group of patients suffering with vari- 
ous forms of secondary anemia were treated with 
any hematologic or clinical improvement noted. 
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THE DIAGNOSIS AND MEDICAL 
TREATMENT OF PEPTIC 
ULCER“ 





J. H. VEAZEY, M.D. 
MADILL 





The medical treatment of peptic ulcer 
is very important, because it is estimated 
that 90% of the peptic ulcer cases respond 
to a strict medical regime. The word pep- 
tic ulcer is used to include both gastric and 
duodenal ulcer, since their treatment is 
essentially the same. 


The first important step in the treat- 
ment of a peptic ulcer is an accurate diag- 
nosis. The symptoms of a peptic ulcer are 
usually clear cut. Pain is the most char- 
acteristic symptom. Its interval following 
the ingestion of food is important. In 
gastric ulcer, the pain follows after an 
interval, the taking of food which gradual- 
ly disappears before the next meal. In 
duodenal ulcer, the pain continues until 
the next meal. The rhythm of gastric ul- 
cer, “food, comfort, pain and comfort”; 
of duodenal ulcer, “food, comfort and 
pain.” Also, relief by alkalinization and 
finger point localization of pain may be 
helpful. The history of indigestion or 
dyspepsia with gnawing hunger  sensa- 
tions, belching, acid eructations, sour 
stomach, etc., are always noted. 


The next important step is a complete 
physical and laboratory examination. 
Carefully check for any foci of infection 
as teeth, tonsils, appendix, etc. X-ray is 
valuable, and will give lots of data. Blood, 
urine, blood pressure and Wassermann 
are helpful. Test meal to determine your 
free acidity and occult blood should be 
done. The string test will give knowledge 
of the location of the ulcer. 


At the University of Chicago, a recent 
method of diagnosis is to give stated 
amounts of 0.5% hydrochloric acid «until 
typical ulcer symptoms appear. 200 cc. of 
0.5% hydrochloric acid may be given. Any 
amount under this may produce the typi- 
cal ulcer symptoms. In thirty minutes, if 
necessary, 200 cc. of 0.5% hydrochloric 
acid may be given and in a majority of 
cases definite pain of a peptic ulcer will 
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be present. In a few cases another 200 cc. 
of 0.5% may be given to get the typical 
symptoms. 


The next important step is thorough 
alkalinization of the free gastric acidity. 
How is this done? The Sippy plan of 
treatment of alkalies with milk and cream 
alternating every hour is the best plan we 
have. The contents of the stomach re- 
moved then through the duodenal tube 
would show whether or not there is con- 
trol over the free acid. The Sippy outline 
will not be gone into by this paper. 

The results from the Sippy plan of 
treatment are excellent. However, what 
must be done for the patient who has 
neither time nor money to take the three 
weeks rest in bed? The general practition- 
er does not have the time to lavage the 
stomach to see if the free acid has been 
properly neutralized even if the patient 
has the time and money. These are the 
cases that we must deal with in general 
practice. 


The simple ambulant treatment of giv- 
ing a bland carbohydrate diet plus your 
alkalies with frequent feedings gives ex- 
cellent results. The simple plan is to give 
a carbohydrate diet at meal time with 
meat, etc., with milk feedings in between 
meal times, viz., 9:30 A. M., 3:30 P. M., 
and at bed time. Alkalies are given at 
meal times and at milk feedings. The al- 
kalies can be left off at milk feedings in a 
majority of cases. The usual suggestion 
is that these patients can get their milk 
drink at the soda fountain, if they like, 
in between meals. In the past few cases 
of definite peptic ulcer this regime has 
worked well. How long should the patient 
stay on this treatment? All authorities 
agree for three months and maybe a year. 


What is the ideal antiacid? Calcium 
carbonate first because (1) high neutral- 
izing power, (2) can be given ad libitum, 
(3) if taken in excess is passed out in the 
feces. Next is magnesium oxide, has four 
times the neutralizing power of sodium bi- 
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carbonate but is a laxative which condi- 
tion must be watched. Next is sodium bi- 
carbonate but has some disadvantages: 
(1) produces an alkalosis when taken in 
excess, (2) alkalizes the urine and pre- 
disposes to precipitation of alkalies in the 
pelvis of kidney, ureter, and bladder. Bis- 
muth subgallate, and bismuth subnitrate 
are used because of the soothing effect of 
bismuth to the ulcer. 


In cases of pyloric obstruction due to py- 
loric spasm, after thorough alkalinization, 
tincture of belladonna in 5-10 minum, 
doses three times daily will most likely 
give you relaxation of the spasm. Also 
emptying the stomach at bedtime by the 
duodenal tube is an advantage. 


Foci of infection should be eradicated, 
as bad teeth, tonsils, etc. Tobacco should 
be refrained from because tobacco has a 
tendency to increase gastric acidity and 
secretion. 


To recapitulate: first make an accurate 
diagnosis ; second, thorough neutralization 
of gastric acidity and alkalies ; third, prop- 
er diet; fourth, eradicate the foci of in- 
fection; fifth, rest. 

BIBLIOGRAPHY 

Hartman, Howard R. Medical Care of Peptic 
Uleer, California and Western Medicine, 32:5-8 
(January), 1930. 

MeGuire, Stuart: Diagnosis and Treatment of 
Duodenal Ulcers, Virginia Medical Monthly, 57:153- 
437 (October) 1930. 

Beckman, Henry: Treatment in General Practice, 
pp. 427-453 (January), 1930. 


— 
_ 


INDISPENSABLE USES OF NARCOTICS 





Geza de Takats, Chicago (Journal A. M. A., 
Apri 11, 1931), discusses the use of narcotics in 
local anesthesia with the least possible danger to 
the patient. Premedication to local anesthesia 
aims to diminish psychic reactions and painful 
sensations. In minor, ambulatory procedures it 
is not necessary. Before major surgical oper- 
ations, the restless night, the fear and anxiety 
not only exhaust the patient but will cause defi- 
nite bodily changes. As the patient is usually 
not in actual pain, sedatives of the barbituric 
acid series are sufficient. Phenobarbital, 0.5 Gm. 
(7% grains), n-butylethylbarbituric acid (N. N. 
R.), 0.2 Gm. (3 grains) and isoamylethylbarbi- 
turic acid (N. N. R), 0.2 Gm. (3 grains), are help- 
ful in producing a light, restful sleep the night 
before the operation. In the over anxious, hyper- 
thyroid or mentally deranged patient the best 
drug is his ignorance of the time of operation. 
Two hours before the operation the dose given 
the night before is repeated. The routine use of 
morphine, from 0.01 to 0.02 Gm. (1-6 to 1-3 
grain) is not logical. One is frequently impres- 
sed by the salivating, nauseated, highly uncom- 
fortable patient arriving at the operating room, 
worse off for the morphine. Cocaine was the first 
real local anesthetic. In spite of continuous at- 
tempts, it has not been possible to supplant it 
entirely with less toxic drugs. Its use should be 


limited entirely to a surface anesthesia of the 
eye, nose and larynx. The same amount of drug 
in higher concentration is absorbed more rapidly. 
Every effort should be made to use the minimal 
effective concentration. This is 2 per cent cocaine 
hydrochloride for the eye, 5 per cent cocaine hy- 
drochloride for the nose, 0.5 per cent procaine hy- 
drochloride for infiltration anesthesia, and 1 per 
cent procaine hydrochloride for nerve block. The 
most frequent causes of toxic symptoms are too 
heavy premedication, error in the concentration 
of the solution used, inadvertent intravenous o1 
intraspinal injection, and an individual hypersensi- 
tivity to cocain and its derivatives. Death is due 
to a paralysis of the respiratory center and circu- 
latory depression. One can protect the central 
nervous system with an intravenous injection of 
sodium isoamylethylbarbituric acid, 0.56 Gm. (7% 
grains), at the beginning of the convulsions. 
Artificial respiration must always be tried. A 
peculiar somnolence is sometimes noted during 
sacral and paravertebral block. Under certain 
conditions a sedative instead of an excitatory ef- 
fect takes place. The patients are pale, the blood 
pressure falls. Ephedrine hydrochloride or sul- 
phate 0.1 Gm. (1% grains), injected under the 
skin combats the fall in blood pressure. This 
drug is also useful to prevent a fall in blood pres- 
sure during spinal anesthesia. The foregoing 
considerations attempt to emphasize the dangers 
of using drugs in unnecessarily large doses or 
heavy concentrations. The fact that ten or even 
a hundred patients had tolerated an excessive 
dose only shows the great variation in tolerance 
to drugs. The hundred and first may be the 
victim of unjustifiable carelessness or of too much 
optimism. 


Oo — 





HUMAN SIDE OF THE HOSPITAL 


Joseph Brennemann, Chicago (Journal A. M. 
A., Nov. 14, 1931), states that after an extended 
experience with a dozen widely differing hos- 
pitals, as intern, attending physician, visitor and 
patient, his attitude toward a given hospital cen- 
ters in the emotions, in the heart, rather than 
in the mind, and he believes that reaction is free- 
ly shared by others. It is not the idealness of 
equipment and of organization but the subtler 
spirit of enthusiastic and _ self-effacing cooper- 
ation, of steadfast, sympathetic loyalty and de- 
votion to a common cause that is bigger than any 
individual, that makes hospitals. It is the at- 
mosphere, the morale of a hospital, that makes 
or wrecks its reputation and its usefulness. The 
children may be well cared for; the medical staff 
may be made up of able clinicians and investi- 
gators; the superintendent may be as wise as 
Solomon and as “just” as Aristides, and may see 
that the whole machinery of administration is 
well oiled and the physical equipment faultless; 
the board of trustees and the women’s board may 
be agtively interested and may do all that could 
be desired in other ways; the nurses may be in- 
telligent, faithful and well trained; the interns 
and residents may be well schooled and prepared 
for their duties, may, indeed, get up at seven and 
be at breakfast on time; and yet the vital spark 
will be lacking if there is not back of it all an 
all-prevailing spirit of cooperation arid of kind- 
liness or, as Emerson has so beautifully expres- 
sed it, “ an element of love that permeates it like 
a fine ether.” 





CONIZATION OF CERVIX WITH 
THE ELECTRIC SCALPEL 


J. E..WALLACE, M.D. 
TULSA 


I wish to state that the electric scalpel 
(or electric knife), is not a knife nor a 
cautery, but just an electric applicator. 


The day was when a physician who 
used electricity was considered a faker, 
but today if he does not use it he is con- 
sidered a fogie. 

Diathermy like every other innovation, 
has passed through a period during which 
its over-enthusiastic, but often misinform- 
ed advocates, caused many practitioners 
to doubt its efficacy. With more careful 
observation and earnest and persistent in- 
vestigation, the possibilities are becoming 
more appreciated, while the indications 
and contraindications for its use are bet- 
ter understood. Particularly is this true in 
its surgical application to gynecological 
disorders, the subject of this presentation. 


Dr. Howard Kelly says that electro-sur- 
gery is par excellence, a knife and fork 
procedure. To those who have learned its 
technique and its possibilities, in its prop- 
er special fields, it is as far superior to 
our most ancient and honorable scalpel 
surgery, as is the electric tramway ahead 
of the lumbering horse cars of our youth- 
ful days. 

It is indeed a curious reflection that af- 
ter milleniums of scalpel surgery, with its 
attendant ligating, needling, and suturing, 
in this age, so ancient a craft as ours 
should be called upon, like Benjamin 
Franklin, to snatch the power from the 
lightning which flashes in the heavens and 
from the electric spark of the rubbed am- 
ber with which to attack our worst enemy, 
cancer. 

In presenting this paper, I do not intend 
to review the voluminous litreature, past 
or present, or discuss the relative merits 
of the numerous methods of treatment ad- 
vocated and practiced for the relief of 
endocervicitis, conceded to be the most 
prevalent of all gynecological disorders. 
It occurs in@5 per cent of women, is in- 
sidious in onset and course, is highly re- 
sistant to the ordinary therapeutic meth- 
ods, and shows little or no tendency to 
spontaneous cure. Dr. Charles Mayo says 


that when you get a history of a woman 
treating with an eye man, to look at the 
cervix, for most invariably they will have 
an infected cervix, especially if the eyes 
are red, and having glasses changed of- 
ten. 


It is my purpose to outline conization 
of the cervix with the electric scalpel, de- 
vised by Prof. M. N. Hyams of the New 
York Post Graduate Medical School, and 
the results obtained from 350 cases so 
treated. 


Since all present are not gynecologists, 
a brief resume of the anatomy, histology, 
and pathology of the cervix necessarily 
precedes the presentation of the subject 
matter proper, in order that the rational 
of the treatment may be better under- 
stood. Only by a thorough study of the 
normal cervix and structural changes in 
the diseased endocervix can the efficiency 
of any method of treatment be judged. 


The lower part of the uterus or cervix 
is about one inch long and arbitrarily 
divided into three subdivisions: the supra- 
vaginal, intermediate, and vaginal; limit- 
ed distally by the external os, and prox- 
imally by the internal os. The anterior 
fornix is shallow, the posterior deep. The 
muscular layer contains a large amount of 
connective tissue and hence is firmer than 
the body of the uterus. At the isthmus the 
circular artery furnishes the blood supply. 
There are no sinuses in the cervix similar 
to those found in the uterus. 


The distal portion of the cervix or ex- 
ternal os is approximately five millimeters 
in its transverse diameter; sometimes 
circular, often oval, and covered by 
stratified squamous epithelium. Follow- 
ing pregnancy, instrumentation, infection, 
trauma, or disease, the os may be distort- 
ed or enlarged. The size can vary from a 
minimum, slightly larger than normal, to 
a maximum, when the circumference of 
the os coincides with the diameter of the 
cervix at its lower end. The internal os 
is circular, about one millimeter in dia- 
meter and rarely changes its definite 
shape. 
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The cervical canal, about one inch in 
length, lies between the internal and ex- 
ternal os. It is fusiform or spindle shap- 
ed, its widest diameter nearly on a level 
with the posterior fornix and the narrow- 
est portion at the internal os. So far as we 
know, it acts only as a passage way be- 
tween the uterus and the vagina. The 
canal is lined by mucous membrane which 
is almost one millimeter in thickness and 
presents a longitudinal ridge of its anter- 
ior and posterior surfaces from which a 
large number of folds or rugae branch 
off obliquely and laterally, connecting 
these two ridges. Due to the numerous 
folds and plications this relatively small 
surface is increased in actual area, pre- 
senting an extensive surface to infection. 

The epithelium at the isthmus is of the 
low columnar or cuboidal variety, some 
nuclei, being near the upper portion of 
the cell, others either at the center or the 
base. Advancing toward the external os, 
this epithelium becomes of the high colum- 
nar, ciliated variety, about forty by four 
micrones in size, with a constant basement 
nucleus. At or about the junction of the 
middle and lower third of the cervical 
canal, a change takes place in the epithe- 
lium, the simple columnar gradually un- 
dergoing transition to the stratified var- 
iety. There is a definite basement mem- 
brane below the entire epithelium. 


Scattered throughout the mucous mem- 
brane are many simple tubular glands 
about one to two millimeters long, similar 
to those found in the uterus, but the race- 
mose variety predominates. The ducts 
open into the cervical canal. The glands 
usually stop at the basement membrane 
though some extend beyond this structure, 
the depth from the surface being about 
three millimeters or one-eighth inch. Ap- 
proaching the internal os the glands be- 
come fewer and more shallow, and it is 
conceded that infection rarely, if ever, 
originates at this particular location. 


There is a difference of opinion as to 
whether bacterial infection spreads by 
continuity or by the lymphatics. Regard- 
less of the manner in which this takes 
place, it is a fact that primary infection 
of the cervix ascends into the uterus, fal- 
lopian tubes, ovaries, and parametrial tis- 
sues. 


The extent and rugosity of the cervical 
mucosa affords innumerable recesses 
for pathogenic organisms, while the trau- 
matized and lacerated cervix is an open 
door to infection. The mucosa of the cer- 


vix becomes swollen, oedematous, and of- 
ten everted with a loss of its cilia, while 
the mucosa of the portio about the extern- 
al os presents a circumscribed area of 
glandular proliferation. The earliest stage 
of cervical infection represented by an in- 
filtrated area denuded of squamous epi- 
thelium, the result of necrosis and macer- 
ation of the surface layer, a true erosion 
but rarely seen at this stage. 


The columnar epithelium under constant 
irritation of infection pushes itself out on 
to the vaginal aspect of the cervical rim, 
replacing the stratified epithelium, pro- 
ducing the so-called, “erosion,” classified 
as simple, if the surface is smooth and the 
glands few in number with no dilatation; 
follicular, if the glands are numerous and 
dilated; and papillary, if the glands are 
numerous, running downward, parallel to 
one another, producing a papillary ap- 
pearance, due to the numerous stroma 
papillae which project upward between 
the glands. The continued congestion pro- 
duces a hypersecretion of mucous from the 
infected glands and ultimately a hyper- 
trophy and hyperplasis of the cervical 
connective tissue. Sooner or later the 
crypts or the ducts of these glands become 
occluded, resulting in subsequent cyst 
formation commonly known as Nabothian 
cysts. This cystic condition increases the 
bulk of the already hypertrophied cervix, 
interfering with normal circulation and 
muscle contractility. 


The symptoms are so well known that 
they are regarded as classic, which are; 
discharge, backache, pain in lower abdo- 
men, dysuria, metrorrhagia, dysmenor- 
rhea, pruritus, headache, sterility, menor- 
rhagia, and dyspareunia, as can be ex- 
pected from the pathological changes de- 
scribed. 

Reviewing what has gone before, the 
following facts are obvious: 

1. The cervical canal is about one inch 
long and spindle shaped. 

2. Infection is generally of the ascend- 
ing type. 

3. The brunt of infection is borne by 
the lower portion of the cervical canal. 


4. The internal os and surrounding area 
are rarely, if ever, infected. 

5. The glands are always infected. 

6. The crypts and rugae of the cervical 
mucous membrane are excellent hiding 
places for pathogenic organisms. 
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7. Nabothian cysts result from occlu- 
sion of the gland ducts or from pressure. 


8. The lining membrane of the cervical 
canal is one or two millimeters in thick- 
ness and has no submucosa, the glands 
reaching to the basement membrane. 


9. Some of the glands extend beyond 
the basement membrane into the stroma of 
the cervix. 


10. Simple tubular and racemose glands 
are found, but the latter predominate. 


11. The anatomical arrangement of the 
mucous membrane increases materially 
the surface area of the canal. 


12. The main cervical arterial supply is 
near the isthmus, thus far removed from 
the diseased mucous membrane. 


Having briefly reviewed the anatomy 
and histology of the cervix and the path- 
ology of endocervicitis, we come to a con- 
sideration of nature’s healing process and 
the possibility of expediting it by treat- 
ment of the diseased area. With a clear 
understanding of how the reparative pro- 
cess progresses, the appropiate treatment 
suggests itself, thus assuring the patient 
a more rapid recovery, with a minimum 
impairment of cervical function, so im- 
portant in subsequent parturition. 


As an inflammation subsides, squamous 
epithelium proliferates from the sides or 
regenerates from scattered islets still re- 
maining beneath the columnar epithelium 
and displacing it. The squamous epithe- 
lium enters the neck of the glands and in 
some cases succeeds in entirely replacing 
the columnar variety normally lining these 
glands, filling them with a solid squamous 
plug and obliterating them. In other cases, 
only the gland openings are closed and re- 
tention or Nabothian cysts result. It is 
therefore evident that the natural healing 
process produces the replacement of the 
columnar epithelium of the cervix by 
stratified squamous epithelium, while the 
racemose glands are compressed by a mass 
of stratified squamous epithelium, which 
completely fills and obliterates them. 
These findings are the result of micro- 
scopic study of sections removed from 
healed cervices, three and six months after 
conization. 


The healed cervix differs from the nor- 
mal in that squamous epithelium has re- 
placed the columnar type and the-race- 
mose glands have been filled and obliter- 
ated by the inroads of the same variety. 
Thus nature cures by mechanical obliter- 


ation, and any therapeutic procedure 
capable of producing the same effects is 
in accordance with the natural curative al- 
terations. 


It is conceded that when any of the 
various papular methods of treatment, 
short of complete endocervical removal, 
fails to cure or relieve, a radical trachelo- 
plasty becomes the method of choice, be- 
cause it completely removes the diseased 
mucosa with its deeply infected glands. It 
is attained by a minimum amount of 
trauma to, and destruction of, the under- 
lying muscular fibres. 


If it can be admitted that the obvious 
method of treating diseased tissue is its 
removal in its entirety, assuming that 
such an excision is not inimical to life or 
future vital function, it logically follows 
that any such method of treatment be- 
comes the ideal method to adopt in treat- 
ing diseased tissue, whether in the cervix 
or elsewhere. 


Conization is not based on theory or 
speculation. It is sound in principle and is 
based firmly on a foundation of demon- 
strated facts in the anatomy, histology, 
and pathology of the cervix. The natural 
process of healing is not interfered with ; 
on the contrary, it is aided and furthered. 
While nature attempts to cure by sealing 
up or obliterating the diseased glands, 
they still remain in situ, whereas coniza- 
tion removes not only the diseased glands 
in the mucous membrane lining, but also 
the tissue in which they are embedded, 
thereby promoting lymphatic drainage, so 
important for complete cure. The relining 
of the cervical canal proceeds rapidly and 
eventuates in a cervix with intact anatom- 
ical structure and a canal lined by squa- 
mous instead of the original columnar 
epithelium. 


Conization has for its object the eradi- 
cation and destruction of the diseased 
endocervical mucous membrane with its 
contained glandular structures, and this is 
accomplished with the preservation of the 
underlying muscle as well as the uninvolv- 
ed tissues. 


Local anesthesia only is necessary to in- 
sure a painless operation, making it an 
office procedure with no economic loss to 
the patient. 


The instrument used in conization con- 
sists essentially of four parts as follows: 

1. A metal tube ten or twelve inches 
long and one-eighth inch in diameter. 
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2. A silicon tube one and one-half inches 
long, attached to the distal end of the 
metal tube. 


3. A fine tungsten wire, attached at the 
metal-silicon junction, its other end fitted 
into the distal extremity of the silicon 
tube. This tungsten cutting wire is not 
straight but describes an are with its 
widest portion one-eighth inch distant 
from the silicon tube. It thus conforms to 
the normal anatomical contour of the 
cervical canal which is fusiform or spindle 
shaped. To facilitate removal of tissue 
from angles, corners, or for biopsy, appli- 
cators with various shaped cutting wires 
have been made. 


4. An insulating sheath of hard rubber 
encircles the metal tube to within one inch 
of its proximal extremity. 


The applicator is connected directly to 
the source of current, with a swivel joint 
that insures perfect freedom of the in- 
strument without movement of the cord. 


The instrument is operated from a high 
frequency machine incorporating a special 
unit generating an electrical current of 
high wave frequency supplying unusual 
power to the cutting wire. This apparatus 
may be either of the gap or radio tube 
variety. 


TECHNIC 


1. The patient is placed in the lithotomy 
position, with legs well separated, and 
draped in the usual manner. 


2. The operator seats himself comfort- 
ably before the patient. 


3. The vaginal speculum is inserted to 
expose the cervix. 


4. The vagina and cervix are freed of 
all discharge by swabbing with caroid 
powder and hydrogen peroxide and wiped 
dry. It is important that the cervical canal 
be free of all discharge. 


5. A small crystal of cocaine is placed in 
the cervical canal and allowed to dissolve, 
or an applicator saturated with 35 per 
cent solution is introduced into the cervical 
canal from five to ten minutes. 


6. The inactive, wet metal electrode 
about six by six inches in size, connected 
to the high frequency machine through a 
conducting wire, is placed on the abdomen 
and held firmly in place by means of a 
strap or sand bag; the patient is directed 
to make firm compression with both 
hands, so as to distract her attention. 


7. The depth of the cervical canal is 
measured and the depth on the instrument 
is noted. 


_ 8. The current is turned on until a stage 
is reached which will provide sufficient 
current for the operation. 


9. The instrument is held firmly in the 
hand. The other hand steadies the instru- 
ment. 


10. The tip of the instrument is placed 
about one-eighth inch from the external 
os and the foot switch closed, thereby 
turning on the current. A burning or 
searing of the tissue should take place. 


11. With the current still on, the silicon 
portion of the instrument is immediately 
passed into the cervical canal up to the in- 
ternal os, and with a rotary motion the 
mucous membrane is coned out. 


12. The foot switch is released and the 
instrument withdrawn. The mucous mem- 
brane with its contained cervical glands 
will be found adhering to the tungsten 
wire and the silicon tube, and a few drops 
of blood may appear in the cervical canal. 


13. The instrument may be re-introduc- 
ed and more tissue removed by repeating 
the previous steps if the operator so de- 
sires. 

14. An applicator saturated with 2 per 
cent mercurochrome solution is now plac- 
ed in the cervical canal and left in situ 
for several minutes. 

15. A light packing of the vagina with 
gauze moistened with mercurochrome 
solution, 1 per cent, is all that is needed 
to control the slight amount of bleeding 
which might occur. 

16. The patient is allowed to leave the 
table. 

17. The entire operation should not take 
more than a few minutes. About the 
fourth day a grayish slough will be found 
filling the cervical canal and is easily re- 
moved with a dressing forceps. The cer- 
vix and vagina are swabbed with 1 per 
cent mercurochrome solution. On the 
seventh day the cervical canal will be 
found smaller in size and granulation tis- 
sue can be seen. Between the second and 
third weeks the cervix approximates its 
normal size with only several small un- 
healed areas visible. About the fourth 
week the eroded areas are completely 
covered by squamous stratified epithelium 
and the entire cervix presents a healthy 
appearance. Vaginal douches are neither 
advised nor necessary. 





™ 24 6.4 ®* PR ee 


ohecheeh- 1¢/E ou await it. of a. 4 


ot 
—) 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 147 


As surgery for cancer of the cervix is 
generally contraindicated, the loop is used 
to cut out all diseased tissue possible be- 
fore applying radium. 


I would like to give a resume of 189 pa- 
tients coned from January, 1927, to Janu- 
ary, 1929, and rechecked while I was at- 
tending Dr. Hyam’s clinic from July 1st to 
October Ist, 1929. 


HISTORY OF SYMPTOMS 



































Discharge 7 

Backache 48 
Pain in lower abdomen 45 
Dysuria 9 
Metrorrhagia 6 
Dysmenorrhea 5 
Pruritus 5 
Headache — 
Sterility —_ 
Menorrhagia 2 
Dyspareunia 2 


Discharge, backache, and pains in the 
lower abdomen were the most frequent 
symptoms complained of, either alone, or 
in varying combinations. 

















AGES 
Under 20 years 1 
20-25 years 17 
25-30 years 22 
30-35 years 28 
35-40 years 26 
Over 40 years 17 





A study of age incidence shows that ia 
their cases, endocervicitis occurred most 
frequently after the age of thirty years, 
but girls have erosions. A German has re- 
ported finding an over growth of the 
columnar epithelium in girls of all ages, 
back to six months in embryo. That this is 
a condition which frequently follows child- 
birth is evidenced by the following. 
































Sterile 17 
Miscarriages, one or more 37 
Para ore 25 
Para two 26 
Para three or more 35 
Instrumental delivery 14 
PATIENTS RE-EXAMINED 
September, 1929 18 
Improved 46 
Failed, requiring re-conization 2 
Cervices showing visible scar tissue. cceccccceueom 0 
Cervical contractures 0 
Cervical stricture 0 





Three women had become pregnant‘. 
Three others still showed uterosacral in- 
filtration on examination, but had no dis- 
comfort or symptoms. 


Eight showed small erosions of a type 
easily healed by local application. These 
patients were likewise free of symptoms. 


ADVANTAGES 


1. The method is used for the treatment 
of ambulatory patients. 


2. The patient suffers no pain or dis- 
comfort, as the nerve ends are cooked. 


3. The symptoms are relieved because 
the mucous membrane with its contained 
glands is removed, thus aiding nature in 
repair and at the same time expediting the 
healing process. 


Healing is more rapid than in an aver- 
age surgical case left to granulate. The 
scar is softer and less disfiguring. 

4. The danger of subsequent bleeding 
is practically nil. 

5. No. muscular tissue is removed, the 
cervix remaining functionally normal and 
future parturition is not interfered with 
mechanically. 

6. The technic, easily acquired, can be 
carried out by the surgeon. The operation, 
especially in infected areas, is a pleasure. 


The cervix need not be drawn down to 
the vaginal introitus, thus avoiding the 
possibility of subsequent retrodisplace- 
ment of the uterus. 

7. The cutting proceeds smoothly, the 
generated heat assuring asepsis. 

Diseased glands are exploded often in 
situ and caused to absorb. Diseased cells 
and infection is also destroyed. 

8. Tissue can be removed to any desired 
depth. 

9. Conization can be used for removing 
tissue for the microscopic examination 
particularly in cases where dilatation and 
trauma are inadvisable. 

10. The procedure may be repeated as 
often as is deemed advisable to accomplish 
its object. 

11. Removal of the diseased tissue pro- 
motes and facilitates lymphatic drainage. 

12. Conization results in a minimum of 
scar tissue because of division of the tis- 
sue is accomplished far more accurately 
than with the finest knife. 

Conization is not recommended as a 
cure-all for any type of gynecological dis- 
order. To insure success all pathology 
extraneous to the cervix must be carefully 
looked for and treated. Symptoms due to 
other causes than endocervicitis must be 
traced to their site of origin, e. g., a dis- 
charge resulting from uterine retrodis- 
placement must have its own specific 
treatment. 
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In conclusion, conization is offered as 
an additional link in the chain of progres- 
sive methods devised and in use to relieve 
the symptoms of chronic endocervicitis 


with the least discomfort to the patient. 
Medical Arts Bldg. 
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PRACTICE OF TRAUMATIC SURGERY 








Experience warrants the statement of John J. 
Moorhead, New York (Journal A. M. A., April 
11, 1931), that practically three fourths of all 
traumas fall into the group of contusions, wounds, 
burns, joint injuries, fractures and dislocations. 
From the stand point of management of these he 
believes that certain principles improve the re- 
sults. Of these may be mentioned the following: 
Early treatment is important. If definitive meas- 
ures can be applied within six hours of the on- 
set, complications are minimized to such an ex- 
tent that the disability period is halved. Mobili- 
zation rather than immobilization should be the 
aim, and if that is attained the need for prolong- 
ed physical therapy is minimized. Infrequent 
dressings limit the chances of secondary infection 
and also limit the probabilities of stirring up in- 
fection in the initial lesion. Delayed operation 
in infections is increasing his practice and he 
postpones intervention until localization is accom- 
plished by the use of hot wet dressings, plus ele- 
vation and splintage. Operations in fractures and 
dislocations are featured only when the ordinary 
closed methods fail after reasonable trial. An- 
esthesia should be more universally employed. 
Local infiltration acts well in injuries of the 
joints. Spinal anesthesia has an_ established 
sphere in injuries of the lower extremities. In- 
halation anesthesia (gas, oxygen or ether) is aid- 
ed by the preliminary use of phenobarbital and 
like preparations. Intravenous anesthesia as yet 
is too unsafe and uncertain. For two years the 
author has been experimenting with a portable 
motorized device for setting fractures and dis- 
locations and liberating stiff joints. He calls 
this the repositor. The apparatus. essentially 
consists of an electromotor attached to a spring 
device, which in turn is fastened to a strap or 
harness attached to the limb. When the motor 
is started, the strap pulls and then relaxes, so 
that intermittent traction is applied to the limb 
instead of the steady pull that has hiterto been 
employed when manual methods or the fracture 
table have been used. A pull from zero to 100 
pounds can be automatically given, with a vari- 
able period of relaxation and at varying speeds. 
Every fracture and dislocation is set not by set- 
ting the bone but by setting the elastic muscles, 
tendons and ligaments, and hence the importance 
of intermittent traction as compared with con- 
tinuous traction. When used with the fluoroscope, 
this method should make the setting of fractures 
and dislocations almost automatic and the author 
is becoming convinced that this device is of value 
in that group ordinarily regarded as irreducible 
without operation. 


SCOLIOSIS: ETIOLOGY, PATHOGENESIS 
AND PREVENTION OF EXPERIMENTAL 
ROTARY LATERAL CURVATURE 
OF SPINE 





Eben J. Carey, Milwaukee (Journal A. M. A., 
Jan. 9, 1932), believes that scoliosis is a spinal 
sign of the imbalance of muscle and bone growth 
of the motor system of the back and is not 
a specific disease entity. The kind and degree of 
scoliosis are dependent on the extent of the im- 
balance, caused by the weakening and possible 
paralysis of multiple combinations and permu- 
tations of the muscle groups of the body as a 
whole. Accurate anatomic and physiologic know- 
ledge of the motor system of the back as a func- 
tional whole is necessary for an understanding 
of pathologic changes in the spine. In chronic 
infantile inanition and malnutrition there is a 
decrease in muscle weight and a persistence in 
skeletal growth in length. The muscles do not 
degenerate uniformly. This results in unequal 
pull on the spine and the striking of an abnormal 
muscle-bone balance. This inequality of musculac 
atrophy and paralysis upsets the normal dynamic 
equilibrium of the muscle and bone growth of 
the spine. Chronic under-feeding or malnutri- 
tion of the child during the first decade of life 
is, therefore, suggested as the insidious cause of 
idiopathic structural scoliosis. The convexity cf 
the laterally deviated spine may be toward either 
the stronger or the weaker muscle side. The 
convexity is toward the weak muscle side when 
the parallel bowstring muscles are dominantly 
weakened on the side of the convexity of the 
primary curve of the scoliotic spine. The con- 
vexity is toward the strong muscle side when the 
superficial transverse-traction-torsion muscles 
are dominantly weakened on the side of the con- 
cavity of the scoliosis. There is a definite lateral 
deviation of the spine with relatively slight ro- 
tation of the bodies of the vertebrae when the 
large superficial muscles of the body are domi- 
nantly imbalanced. There is definite rotation or 
torsion of the spine with relatively slight lateral 
displacement when the deep intrinsic muscles of 
the spine are dominantly imbalanced. In clinical 
practice there are all combinations of imbalance 
involving eventually both the superficial and the 
deep intrinsic muscles of the spine where 
scoliosis is found. Concave and convex sided 
rotations of the bodies of the vertebrae are re- 
sultants of the imbalance of different groups of 
muscles of the body as a whole. These facts have 
been proved experimentally on animals and are 
demonstrated on the muscle-bone-balance model 
of the human spine, which visualizes the normal 
and abnormal dynamic equilibrium of the bi- 
lateral body muscles, recorded in the spinal in- 
dictator. The problem of scoliosis is, therefore, 
fundamentally one of prevention of all condi- 
tions which upset the normal dynamic balance of 
muscle and bone during the period of growth, 
such as chronic inanition and malnutrition, and 
the various types of chronic diseases, which lead 
to undernourishment of the growing child. Dur- 
ing growth and maturity the components of the 
motor system of the back differentiate and 
function as a physiologic, interactive whole and 
not as a mere mosaic of passive, autonomic and 
independent anatomic parts. This dynamic point 
of view is opposed to the static one, which holds 
that the bone of the spine or any other bone in 
the body is originated and maintained inde- 
pendent of environment. 
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For the past twenty years pellagra has 
presented an interesting and somewhat 
baffling problem to the southern practi- 
tioner. You will recall that the word it- 
self means rough skin, and that it was 
first described almost two-hundred years 
ago at which time it was endemic as well 
as epidemic in Spain, Northern Italy, and 
Egypt. Three distinct epidemics have oc- 
curred in the United States. The first in 
1909-10-11, and the second in 19-14-15-16, 
and the present one which began in 1928. 


That the incidence of pellagra is still 
increasing there seems to be little doubt. 
In Ohio in 1927, there were 16 deaths and 
in 1928, 21 deaths from pellagra. In South 
Carolina in 1928, 2905 cases were reported 
and 4066 in 1929. In North Carolina dur- 
ing the first six months of 1930, there 
were 1442 cases reported with 468 deaths. 
In our own State, 597 cases were reported 
in 1929, and 503 cases in 1930. The Cen- 
tral Oklahoma State Hospital at Norman, 
admitted 68 pellagra patients in 1929, and 
69 in 1930. The Eastern Oklahoma State 
Hospital at Vinita, admitted 29 and 48 
pellagra patients during the correspond- 
ing periods. In a bulletin from the Hy- 
gienic Laboratory the late Dr. Goldberger 
and his associates report that they were 
“convinced that pellagra in an endemic 
locality is from two to six times more pre- 
valent than the experience of local phy- 
sicians would indicate.” As our Southern 
States are now passing thru an embarras- 
sing economic situation which increases 
the prevalence of an unbalanced diet we 
may well anticipate an even greater num- 
ber of cases during the coming year. 


While there are many theories as to the 
causative agent, there can be no doubt but 
that an unbalanced diet has the most to do 


*Read before the Southern Oklahoma Medical As- 
sociation, Ada, Oklahoma, March 10, 1931. 





with the development of the disease entity. 
It is undeniably true that there are factors 
which would make us hesitate to say that 
diet alone is the only cause. Still the dis- 
ease most often develops in poverty, in 
warmer climates where there is a low pro- 
tein diet. With this low protein diet pel- 
lagra has been produced experimentally 
and with a well balanced diet it has been 
cured. But the fact that it frequently be- 
comes epidemic, the fact that it is seldom 
seen in the slums of our northern cities 
where there is miserable poverty, and 
where the diet is as low in proteins as in 
our own south, the fact that the Chinese 
are practically immune, these with numer- 
ous other impressions make us wonder if 
the diet might merely be the predisposing 
factor and that the lowered resistance 
brought about by unbalanced rations prop- 
erly fertilizes the field for some true caus- 
ative infection which as yet the medical 
profession has been unable to isolate. 


You are all well acquainted with the 
general physical symptomatology of pel- 
lagra. The symmetrical dermatitis is a 
general rule and an unmistakable diag- 
nostic aid. It is more marked in the young- 
er, better nourished individuals, but occas- 
ionally almost totally lacking in the older 
and thinner individuals. Thus we some- 
times have this latter individual coming in 
our hospital with a diagnosis of gastritis, 
gastric ulcers, abdominal malignancy, 
nervous exhaustion, etc. For this reason 
all patients suffering from burning sen- 
sations in the gastro-intestinal tract, in- 
creased salivation, nervous and exhausted, 
should arouse our suspicion. Attention 
should be called to the fact that these pa- 
tients after their first attack often do not 
show the same skin lesions as in their first 
attack. Many times there is only a slight 
bronzing of the skin, possibly a little 
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roughening, but no reddening, or lines of 
demarcation. Burning sensation thru-out 
the whole intestinal tract, increased sali- 
vation, nervousness, insomnia, with a ten- 
dency toward constipation rather than 
diarrhea are some of the most prominent 
physical findings in the beginning. 

In our State Hospital we seldom see 
these cases in their incipiency. Not until 
marked mental symptoms have developed 
are they sent to us. For that reason we 
are particularly interested in the mental 
side of the question. The mental reaction 
of the pellagrin is quite varied. There 
have been as many types described as 
there are mental symptoms, these types 
are useful to the general practitioner only 
as a means of prognosis, many times typ- 
ing merely tells us how far the case is ad- 
vanced. To our minds nervous or mental 
symptoms are among the earliest to mani- 
fest themselves. Third, nervous and ex- 
hausted, cannot sleep at night, burning, 
tingling, numb sensation in the extremi- 
ties, worried, depressed, utter darkness 
for the future, loss of interest in their 
work and in life are early symptoms all 
complained of. In our clinics at the hos- 
pital, merely for convenience sake, we use 
the following types, viz: exhaustive, de- 
pressed, manic, praecox reaction, and de- 
mented. The majority of these cases seem 
to come under the exhaustive type. In the 
early stages this type reminds one of ac- 
quired neurasthenia. They feel tired, worn 
out, are nervous and sleep poorly. They 
complain of muscular twitching over their 
bodies, and many somatic troubles center- 
ed around their intestinal tract. If the dis- 
ease is not interrupted at this point it 
progresses into the amentia stage where 
there is extreme restlessness, delirium 
with rising temperature, low mutterings, 
picking at the bed covers, muscular jerk- 
ing, denoting meningeal complications. 
This last amentia stage is frequently call- 
ed the typhoid type, a type which seldom 
ever recovers and a type which constitutes 
practically all the deaths from pellagra in 
our hospital. Patients of the exhaustive 
type reaching our hospital before the 
amentia stage practically all recover. 

Occasionally we have a patient come in 
overactive, very talkative, continuously on 
the go, somewhat euphoric but clearly 
oriented. This type we call a manic, be- 
cause they resemble so closely the manic 
phase of the manic depressive. While the 
number of this type is small compared 
with the others, they seem to have a more 
favorable prognosis. 


The depressed is extremely opposite to 
the manic type. Here the patient is re- 
tarded, depressed, with hypochondriacal 
ideas and occasional self accusatory delu- 
sions. This type too is not so frequently 
seen and in many instances is so closely 
related to the exhaustive stage that it 
might be well to place it in this classifi- 
cation. 


The praecox reaction type occurs more 
frequently in the younger individuals and 
in our hospital it has been more often 
noticed in women than men. They seem to 
develop an unreal attitude toward life. 
Some have persecutory ideas centered 
around close friends and relatives and in 
many ways are little different from de- 
mentia praecox, paranoid type. Others 
develop bizarre, depressive delusions, con- 
cerning their body organs reminding us 
more or less of the hebephrenic type. This 
type usually deteriorates and a few years 
later it is almost impossible to differenti- 
ate it from the demented type. 


In the demented class of patients we 
have, next to the exhaustive, our most 
numerous type. These patients besides 
having a whole host of physical symptoms 
seem dull, listless, forgetful, have no am- 
bition, and no interest in life whatever. 
They sit around content to be waited upon, 
expressing no desires, assume no responsi- 
bility but usually live for years in this 
demented state, unless some intercurrent 
disease such as pneumonia, influenza or 
tuberculosis intervenes. Many of our 
chronic alcoholics develop pellagra, and 
when they develop mental symptoms they 
almost invariably fall in the demented 
type. The women being weaker physically, 
seem more inclined to develop the exhaus- 
tive psychoses while the men seem to fall 
more often in the demented class. 


A great deal has been written concern- 
ing pellagra developing in the insane. 
Since 1915, we can recall but two cases 
developing within the walls of the Central 
Oklahoma State Hospital. We can readily 
see that if the diets were not well balanced 
and if the patients were not properly 
supervised at their meals how easy it 
would be for many of the insane to be- 
come pellagrins. It is true that many of 
these are weak, emaciated, depressed, 
suicidal, or imagine the food is being 
poisoned and for these and other reasons 
refuse nourishment. But in well regulated 
hospitals, well balanced diet with careful 
nursing can practically eliminate the de- 
velopment of pellagra. In other words we 
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do not believe that insanity should be con- 
sidered a cause for pellagra and that if it 
develops persistently within the wards of 
a hospital there is something lacking in 
the management of the institution. Statis- 
tics show at least 10% of all pellagrins be- 
come insane. 


In a disease as serious as pellagra one 
would expect necropsy to show much 
pathology. However such is not the case. 
From the beginning of the disease there 
seems a noticeable secondary anemia, a de- 
crease of hydrochloric acid in the stomach, 
a lowering of the blood pressure, a rather 
rapid sedimentation of the red cells, and 
an increase in the monocytic count. There 
is nothing in the urine of particular im- 
portance and nothing in the cerebro-spinal 
fluid. An inflammation of the intestinal 
mucosa is found, and occasionally ulcers 
in the colon. Pusey states that the skin 
has an increased pigmentation with hyper- 
keratosis. There seems to be infiltration 
of the dermis, with edema of the connec- 
tive tissues under the dermis. He further 
states that in the brain there is often 
noticed a pachymeningitis and also many 
inflammatory changes in the spinal mem- 
branes. Other changes in the nervous sys- 
tem are those usually found in other 
chronic exhaustive toxic states not neces- 
sarily pathognomonic of pellagra. 


In the treatment of pellagra there are 
three outstanding factors which should be 
stressed, viz: preventive measures, rest, 
and diet. The disease if taken early, like 
most any other malady, can be very suc- 
cessfully coped with. Taken late, though 
many do not die, we have a continual fight 
with these two chronic symptoms, gas- 
tritis and dementia which eternally refuse 
to be mastered. To prevent pellagra, edu- 
cation of the laboring classes of the south 
is essential. If we had some real outstand- 
ing social workers make a canvass of 
these districts, going into each household 
telling these people what to eat and how 
to live to prevent pellegra, this might help 
some. Still these are classes in which 
extreme tact would be necessary to place 
them in a receptive mood to follow out the 
instructions, some because of their pride, 
others because of ignorance and indiffer- 
ence. In checking and informing these 
households each social worker could report 
to the Red Cross the families totally un- 
able to furnish a well balanced diet and 
in these particular cases yeast could be 
furnished by this organization which if 
used regularly would doubtless prevent the 


development of pellagra. We believe that 
two or three pellagrasoria should be estab- 
lished in Southern Oklahoma, where pa- 
tients could be sent in the incipiency of 
the disease before mental symptoms have 
developed. These should be operated at the 
expense of the state and not in connection 
with the insane hospital. Here the pa- 
tients could feel at ease to go where they 
would have a change of environment, 
where they would have rest, diet and free- 
dom from responsibilities. 


We are of the opinion that rest in pel- 
lagra is just as important as in tubercu- 
losis. To build up a devastated physical 
and nervous system nothing can take its 
place. We put our patient at absolute rest 
in bed until physical signs have practically 
disappeared, after which we graduate 
their exercise as in tuberculosis. All this 
time we are forcing fluids, particularly 
milk and extracts of fresh beef. If there 
is not too much gastric distress we push a 
high protein diet consisting of milk, eggs, 
fresh beef, leafy vegetables, spinach, cab- 
bage, lettuce, beans, peas, carrots, etc., 
eliminating as far as possible, the carbo- 
hydrates. We believe in dried brewers’ 
yeast. We have found that practicaily all 
cases take it satisfactorily. There are some 
few in whom it causes gastric distress, 
and there are some few that have such a 
severe diarrhea that yeast seems more 
detrimental than beneficial. In these cases 
we try to eliminate the diarrhea by a diet 
of fresh beef extract, milk and orange 
juice. Occasionally they take soft poached 
eggs very nicely. We doubt the advisabil- 
ity of opium in these diarrheas, neither 
have we gotten satisfactory results from 
astringents. Arsphenamine has _ been 
recommended intravenously and on some 
few occasions we have seemed to get good 
results from the same. Dr. Adams at 
Vinita highly recommends caroid, a pro- 
tein digestive. We have used it quite a bit 
with fair results. Generally speaking we 
do not recommend the arsenical prepar- 
ations from a curative standpoint. We do 
believe that diluted hydrochloric acid is 
quite an aid in cases where there is a lack 
of this digestive in the stomach. 


Frequent baths, careful massaging of 
the extremities in the neuritic types are 
recommended. The mouth should be prop- 
erly cared for, diseased gums and teeth 
particularly where Vincent's spirilla are 
found, should be thoroughly treated. For 
the stomatitis, frequent alkaline mouth 
washes should be used. The majority of 
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our cases are constipated. Laxatives 
should be given very carefully if at all. 
Constipation is much preferred to diar- 
rhea, which is often started by free use of 
cathartics. As a general rule enemas and 
diet will take care of the constipation. We 
are firm believers in diet, rest, proper 
hygienic, and educational measures, and 
very little medicine in the treatment of 
pellagra. 


4. 


THALLIUM POISONING 


The report of H. M. Ginsburg and C. E. Nixon, 
Fresno, Calif, (Journal A.M.A., March 26, 1932), 
deals with eleven cases of poisoning from the 
use of barley mixed with thallium sulphate for 
use as a rodent poison. After the barley had 
been ground, tortillas (A Mexican bread made by 
mixing flour and water and rolling the dough 
into thin cakes) were made from the whole grain. 
These patients gave a uniform history of onset 
of symptoms twenty-four hours after partaking 
of the tortillas. The first symptoms noticed 
were a tingliing sensation and pains in the hands 
and feet, followed by severe paroxysmal abdom- 
inal pains and vomiting. No diarrhea was ob- 
served. Shortly after the first manifestations, 
weakness of the extremities developed. This 
weakness did not involve any particular muscle 
group except that it was more marked peripher- 
ally than proximally. Patients were afebrile but 
with an acceleration of the pulse rate. The blood 
picture in the first two to five days was normal. 
The urine showed traces of albumin and hyaline 
casts. In all cases there was a marked stomatitis. 
Some exhibited a purplish line at the junction of 
the teeth and gums. Marked salivation was 
present in all cases. Bleb formation appeared on 
the lips; the breath was foul. , Within two to 
five days after the onset, all patients showed 
evidence of cerebral involvement manifested by 
cranial nerve palsies and disturbed sensorium and 
choreiform or myoclonic movements of the ex- 
tremities and the head. Among the cranial nerve 
manifestations, ptosis, strabismus and dilated 
pupils which reacted feebly to light were promi- 
nent. Falling out of the hair occurred in all 
these patients at this time. The deep reflexes 
varied from time to time in the individual pa- 
tient as well as in the different patients. In no 
instance were they lost and at times they were 
exaggerated. No pathologic reflexes were pre- 
sent. In the more toxic cases convulsions occur- 
red, which were followed by a marked delirium, 
after which patients became comatose and died 
of respiratory failure. Within twenty-four to 
forty-eight hours prior to death there was an ele- 
vation of temperature up to 103 F. with patho- 
logic changes in the chest indicative of a broncho- 
pneumonia or pulmonary edema. In the treatment 
of these patients the authors used sodium thiosul- 
phate intravenously, 1 Gm. doses twice a day for 
adults, and 0.5 Gm. doses for children. After 
this treatment was discontinued because of its 
apparent failure, sodium iodide was similarly 
given in 2 Gm. doses. Two of the patients were 
given calcium lactate and parathyroid extract. 
In addition to these, dextrose and salt solutions 
and other symptomatic therapeutic measures 
were used as indicated. 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


SHOULD THE BARRIERS AGAINST 
TYPHOID BE CONTINUED? 





According to James G. Cummings, Washing- 
ton, D. C. (Journal A.M.A., Jan. 9, 1932), the con- 
trol of typhoid is the result of blocking the 
major avenues of infection distribution. This 
continuous blocking process through the purifi- 
cation of milk and water has successively reduced 
the number of new cases in each human cycle of 
typhoid fever. Thus there has been an auto- 
matic reduction in the number of healthy car- 


riers, both because those produced before sani-- 


| control measures were perfected are grad- 
ually dying off and because each newly produced 
group consists of a progressively diminishing 
number. All of which means that there is a 
cumulative decrease in both cases and carriers 
with each succeeding year. Present-day thyphoid 
is perhaps all, or nearly all, of carrier origin, 
through food contamination. This and other 
minor routes of distribution are, however, of but 
limited importance in control leading to eradi- 
cation, because the major avenues, water and 
milk supplies, are effectively blocked. The reduc- 
tion of typhoid mortality by 98 per cent does not 
mean that the barriers against distribution may 
be lowered, for this reduction is no criterion of 
the potential dangers of infection distribution. 
Healthy carriers are still one half as prevalent 
as in 1910. To reach “the vanishing point” of 
the typhoid carrier will require at least another 
quarter of a century. In the meantime, the bar- 
riers against tansmission cannot be lowered; the 
purification of public water supplies must be 
maintained; the pasteurization of milk must be 
enforced, and, in addition, higher standards of 
personal hygiene must become the everyday prac- 
tice of the everyday man. 


oO 


VENOUS PRESSURE 








In the experience of J. A. E. Eyster, Madison, 
Wis. (Journal A. M. A., Oct. 31, 1931), the ven- 
ous overload associated with extreme physical 
activity in man or the experimental animal does 
not lead to dilatation and hypertrophy of the 
heart so long as the heart is normal. Whether 
or not a high venous pressure leads to cardiac 
muscle injury with dilatation and subsequent hy- 
pertrophy seems to depend on two factors: the ex- 
tent of the venous overload and the protective in- 
fluence of the pericardium. With the pericardium 
intact, the restraining influence is sufficient to 
prevent injury except when the normal load is 
greatly exceeded as a result of valve injury, ori- 
fice constriction or massive increase of blood 
volume. On the other hand, with the restraining 
influence of the pericardium absent, damage may 
result from the high venous pressure associated 
with severe muscular exertion. With the process 
of dilatation and hypertrophy once initiated, sub- 
sequent exposure to high venous pressure appears 
to lead to greater changes than would otherwise 
appear. The importance of the protection of the 
heart, already the seat of myocardial injury and 
hypertrophy, from high venous pressure would 
thus appear obvious, not alone from the general 
rule that a diseased organ is injured by overwork, 
but from experimental observations that suggest 
a rational explanation as to the mechanism by 
which this further damage occurs. 
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PATHOLOGICAL UTERINE FUNDUS 
BLEEDING IN EARLY AND LATE 
CHILD-BEARING PERIODS* 





WENDELL LONG, M.D. 
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We will consider in this paper the cyclic 
pathological uterine bleeding, or menor- 
rhagia, seen near puberty and near the 
menopause. Practically all of these pa- 
tients are puzzling because of the intimate 
etiological relation of the endocrine 
glands, particularly the pituitary and thy- 
roid. The menorrhagia may be a most dis- 
tressing symptom of underlying pathology 
of the glandular system. The amenorrhea 
seen so frequently in disease of the endo- 
crine system is of diagnostic importance 
and every effort should be made to control 
the lack of balance. However, the control 
of the menorrhagias is far more pressing 
and indeed not infrequently vital. 


The mechanism of the normal uterine 
fundus bleeding is absolutely dependent on 
the presence of normally active ovarian 
tissue. Numerous experimental work and 
clinical experience prove that this bleed- 
ing does not occur if the ovaries are ab- 
sent. You will immediately recall patients 
who have undergone bilateral oophorec- 
tomy and continued to menstruate. It is 
my experience that in all such cases there 
is considerable doubt as to the complete 
extirpation of both ovaries, usually due to 
the operative difficulties associated with 
pelvic inflammatory disease. There is no 
question that certain pathology of the 
pituitary and thyroid causes abnormal 
uterine bleeding. It must be remembered 
that in so doing the ovaries are utilized as 
a station of retransmission or reformation 
of the hormonal stimulus. 


Therefore it is axiomatic that uterine 
bleeding depends upon the presence of the 
ovarian tissue, of course excluding that 
bleeding arising from intra-uterine path- 
ology. Even in this latter instance many 
of us are coming to believe that the pres- 
ence of ovarian tissue is far more impor- 
tant than was previously thought. It then 
follows that pathology of the menstrual 
flow or what has been known as function- 


*From The LeRoy Long Clinic, 714 Medical Arts 
Building, Oklahoma City. 


al bleeding has its origin in abnormal se- 
cretion of the ovaries, originating in it 
alone or influenced by the associated en- 
docrine gland hormones. Such is the etio- 
logical foundation for our present presen- 
tation. 

I. 


The menorrhagias near puberty fall 
essentially into two types with two sub- 
groups to the second type. 

1. The first type is characterized by a 
rather fat girl, who has no palpable path- 
ology of the ovaries. There is: A fairly 
normal frame but usually smaller than 
normal bones, long tapering fingers, cool, 
soft, dry skin, scant hair, abnormal fat 
distribution, history of profuse flowing at 
irregular intervals but no typical metror- 
rhagia, history of frequent curettage or 
other gynecological operations without 
permanent relief, low basal metabolism 
rate, no breast soreness pre-menstrually, 
and interestingly enough frequently atro- 
phic or hypoplastic endometrium. 


The case history of such a patient is that 
of Miss B. A., twenty-one years of age, a 
school teacher, who entered St. Anthony’s 
Hospital on February 20, 1930 (about 
twenty-one months ago). Since onset of 
menstruation at eleven years she had had 
several periods of prolonged and profuse 
menstruation though the average was only 
about seven days. In 1925, D. and C. was 
done following great loss of blood. 


On admission she had been flowing 
freely for eight days and the red count 
was 2,030,000 with haemoglobin forty per 
cent. Her pulse was 110 and of poor vol- 
ume. She was pale, cold, clammy and list- 
less, and flowing profusely. 

She was a large girl with an abnormal 
amount of fat particularly at the hips. 
The breasts were small, the fingers taper- 
ing and there was a scant hair distribu- 


tion. 
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A transfusion of five hundred c.c. of 
compatible blood was done followed by 
diagnostic curettage and a very small 
dosage of intra-uterine radium element. 
There was immediate cessation of flow 
and she was discharged on March 9, 1930, 
with a red blood count of 3,060,000 and 
haemoglobin of forty-six percent. The 
microscopic examination of the endome- 
trium showed atrophy of the glands and 
connective tissue. 


For two months following the radium 
she had only a scant flow for three days 
which occurred about six weeks after the 
procedure. Then she menstruated about 
every six to seven weeks for the next 
seven or eight months and now for nearly 
a year she has menstruated fairly regular- 
ly every four to five weeks with a dur- 
ation of five or six days and using two to 
three pads a day. 


Her general condition is good and she is 
able to carry out her duties as a school 
teacher in a normal manner. Her red 
blood count in January, 1931, was 4,090,- 
000 and haemoglobin seventy-five percent. 
I see no reason why she should not con- 
tinue a relatively normal menstrual life 
and probably have future pregnancies. 


2. The second type is characterized by 
the slender girl with palpable pathology 
of the ovaries. The general characteristics 
of both sub-groups are: normal skeleton, 
scant fat, more and ccarser hair than nor- 
mal with tendency to male distribution, 
not infrequently fibro-adenoma of the 
breasts, pre-menstrual breast soreness and 
family history of many operations for 
bleeding. These are the patients whom we 
frequently later have to treat for fibro- 
myoma and they are also the women who 
sometimes in later life become stout and 
have menorrhagia. 


(a) The first sub-group includes those 
who have menstruated fairly normally but 
suddenly begin to have lengthening of the 
menstrual time and the amount of blood, 
superimposed on the fairly normal mens- 
trual history. These women usually have 
a single ovarian cyst of fair proportion 
and its removal reestablishes their form- 
er menstrual stability. 


An example of this sub-group is the his- 
tory of Miss F. R., a slender girl of twen- 
ty-four. She had always been normal in 
her menstrual flow with periods of three 
to four days duration until four months 
before seen when the duration of her 


menstrual flow increased to seven days 
and she began to use three to four napkins 
a day, where she formerly had used only 
one or two. 

Pelvic examination revealed a_ sing! 
cyst in the right ovary. This cyst was re- 
moved at operation on October 19, 1930, 
and subsequently she has had menstrual 
flow with regular twenty-eight day inter- 
vals and four days duration with one to 
two napkins a day. : 

(b.) The second sub-group is character- 
ized by an irregular menstrual cycle from 
the start with menstrual flow longer than 
normal and usually bilateral polycystic 
enlargement of the ovaries. Remarkably 
enough the red blood count in these women 
stays moderately normal. 

An example of this sub-group is the cas2 
of Miss C. W. When first seen she was 
twenty-one years of age and a _ steno- 
grapher by occupation. She is slender, 
has normally developed breasts but rather 
more and coarser hair than is typically 
seen in the female. 

She began to menstruate at thirteen and 
has always been irregular with one to six 
weeks intervals and a duration of men- 
strual periods of two to three weeks. At 
examination both ovaries were found to be 
enlarged and cystic. A complete labora- 
tory examination, to rule out constitution- 
al causes, revealed no interesting path- 
ology. 

She was given corpus luteum by mouth 
and hypodermically, and various other 
endocrine preparations without any relief. 

After about seven months she was oper- 
ated upon with a partial resection of both 
ovaries which was necessary to remove 
the cysts. This was twelve months ago 
and while she has somewhat longer and 
somewhat more regular intervals she still 
menstruates for two to three weeks at a 
time. The amount is about one-half, what 
it used to be and she says that she feels 
better than she has for years. An interest- 
ing feature is the fact that for only four 
to five days in each month is the flow of 
any consequence and she has a normal 
blood count. 

Radio-therapy is not as clearly indicated 
here as in the first type because of the 
usual good condition of the patient in spite 
of long, steady loss of blood, and when 
used should be used in only small trial 
dosages. 
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II. 


Menorrhagia near the menopause. These 
cases fall most commonly into three 
groups. 


1. Hyperplastic endometrium 
with enlarged uterus. 


2. Obese woman with normal 
basal metabolism rate. 


3. Sub-mucus fibro myomata 
uteri. 


1. The clinical picture of hyperplastic 
endometrium is unfortunately a not un- 
common condition. In these patients it is 
difficult to find abnormality in their sex- 
ual, menstrual or social history previous 
to the present illness. They are of normal 
skeleton, normal fat distribution and have 
usually been normally fertile. Their prob- 
lem lies principally in abnormal loss of 
blood in cyclic intervals. 


Diagnostic curettage shows hyperplas- 
tic endometrium and occasionally adenoma 
malignum. 


It is probable that many of these pa- 
tients have the initial cause in pathologic 
physiology of the pituitary glands. It is 
always well, because of the wisdom of us- 
ing less severe remedies first, to attempt 
glandular therapy, but at the present time 
they usually do little good. 


Some of these women may be entirely 
readjusted by curettage. However, most 
of them are best treated with a diagnostic 
curettage followed by the production of an 
artificial menopause with the use of intra- 
uterine radium. 


I take this opportunity to discuss a 
pernicious custom that has grown up in 
some parts of our country. I refer to the 
use of the powerful therapeutic agents, 
X-ray and radium, without a positive 
microscopic diagnosis. Aside from the 
minor advantages, the small percentage of 
cases of malignancy make it imperative 
for the safety of our patients to have a 
microscopic diagnosis which is one of the 
foundation stones of the practice of mod- 
ern medicine. 


Most physicians feel that they can diag- 
nose the pathology as either benign or 
malignant. However, I was interested to 
learn in conversation with Dr. Jeff Mil- 
ler, last spring, that in the last year in his 
private practice alone they had found five 
cases which had had benign pre-operative 
diagnosis, only to have a microscopic ex- 
amination of the curettings reveal malig- 


nancy. In my work with Dr. Howard Tay 
lor it was about the same story. These 
men are well known and capable gyne- 
cologists who fail occasionally to make the 
diagnosis of malignancy without curet- 
tage. In the January, 1931, issue of 
Radiology a radiologist, L. J. Carter, of 
the Bigelow Clinic of Brandon, Manitoba, 
reported three cases of subsequently prov- 
en malignancy in a series of one hundred 
cases in the X-ray treatment of menor- 
rhagia of the menopause and uterine fib- 
roids. 


With these facts at hand it is not a mat- 
ter of choice as to procedure. 


2. The second type is characterized by 
obesity in the late thirties and forties with 
a rapid gain in weight and long periods 
of uterine bleeding. Previously they have 
had irregular menstrual cycles and ordi- 
narily have been sterile or relatively 
sterile. They appear sluggish and apathe- 
tic. The X-ray of the sella turcica is nor- 
mal. The basal metabolism rate is usually 
about normal. 


Such a patient is Mrs. E. T. M., age 38, 
next first seen in late December, 1930, for 
uterine bleeding of six months duration. 
Her menstrual periods have always been 
irregular, varying from three to eight 
weeks in intervals and usually of four 
days duration. Up to six years ago 
she was stout but in the past six years she 
has gained a great deal of weight. She has 
had no pregnancies. At examination she 
was a woman well over two hundred 
pounds, with dry skin, scant hair distri- 
bution and apathetic outlook. Pelvic ex- 
amination showed a firm vagina, slightly 
enlarged uterus and normal adnexae. 


A strict reduction in weight was initi- 
ated and glandular therapy started by her 
doctor. During the first two and one-half 
months she lost over forty pounds in 
weight, now feels much better than in the 
past six years and the menstrual flow is 
regular monthly and of four days dur- 
ation. These women are not rare. 


Women who have gained large amounts 
of weight rapidly usually have a reduction 
in the amount of flow and occasionally 
dysmenorrhea. The reduction in the 
weight will, in these individuals, increase 
the flow, whereas in the type discussed 
above reduction in the weight will dimin- 
ish the flow. Whether or not this disturb- 
ance is an endocrine imbalance or merely 
faulty nutritional metabolism we are not 
prepared at present to say, but it does 
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seem rational to conclude that it is not 
entirely an endocrine situation. 


3. Menorrhagia associated with sub- 
mucus fibro-myomata is a story in itself. 
Suffice it to say that these patients should 
be carefully differentiated from the two 
preceding types if the proper therapy and 
results are to be obtained. It is my belief 
that most of these patients are suffering 
primarily from ovarian pathology and that 
the fibro myomata are the end result 
rather than the initiating cause of the ab- 
normal bleeding encountered. 


I think it well to add here, mention of 
the cases of adenoma malignum and adeno 
carcinoma because it is becoming the ac- 
cepted theory that these diseases are all 
stages in a metaphasia of the endometrial 
glandular tissue, and that there is a very 
close association between hyperplastic en- 
dometrium, adenoma malignum and ad- 
eno-carcinoma. 


o— 
Vv 


SOME RECENT ADVANCES IN THE 
CHEMISTRY OF NUTRITION 








H. C. Sherman, New York (Journal A. M. A., 
Nov. 14, 1931), first considers vitamin G, re- 
cently differentiated from vitamin B. It seems 
to be true of vitamin G, as also of vitamins A 
and C, that the optimal amount is much higher 
than the minimal (“actual”) requirement; in other 
words, that the body is able to make good use 
of a much more liberal intake than can be proved 
to be absolutely necessary. In the recent ex- 
periments of Ellis in the author’s laboratory it 
has been found that, with food consumption prac- 
tically the same per unit of body weight at a 
given age, growth and development continued to 
show a favorable response to increased liberality 
of vitamin G intake well above what suffices to 
prevent any actual sign of deficiency. Vitamin 
G also appears to contribute to the betterment 
of longevity induced by Sherman and Campbell 
through improvement of an already adequate 
diet. Thus, although the existence of vitamiin G 
has been but recently recognized, there is al- 
ready evidence that it is a nutritional factor of 
very far-reaching significance. The vitamin 
G which is thus designated at present as a nutri- 
tional factor may include more than one chemi- 
cally individual substance. Several workers have 
found reason to think that the substance essential 
to growth and that which protects from derm- 
atitis are different, or that more than one growth 
essential may here be involved, or that both these 
possibilities may be true. It now appears that 
the present vitamin G is probably a multiple 
rather than a simple factor; but, if this proves 
true, it will detract nothing from the importance 
of this factor to nutrition and health. Probably 
each of the vitamins A, C and D bears an im- 
portant relation to the metabolism of calcium 
and phosphorus in the development of bones and 
teeth. Especially as regards the relationship be- 
tween vitamin D and calcium there is now a 
wealth of evidence, much of which is very recent. 
Vitamin D undoubtedly plays a significant part 


in promoting the orderly development of the 
bones and teeth; but the evidence is conflicting 
as to how far it is a calcium conserving and how 
far only a calcium and phosphorus mobilizing 
factor. In the enthusiasm of the past few years, 
there has probably been a tendency to expect 
too much of vitamin D. Quite recently, however, 
two of the most active and thoroughgoing groups 
of workers in this field, the Wisconsin group on 
the one hand and Shohl and his co-workers on 
the other, have pointed out with emphasis and 
cogency that neither irradiation nor the ingestion 
of vitamin D is a panacea for the problems of 
the calcium requirement and that, while the vita- 
min influences the intermediary metabolism of 
calcium, the supplying of the body’s-quantitative 
needs must depend on the calcium content of the 
intake. Both the published and the unpublished 
oobservations of the author’s laboratory are also 
in accord with this view. While fully recogniz- 
ing that the experimental evidence is in some re- 
spects conflicting and that there is still some 
divergence of opinion among investigators, one 
should conclude that after much study of vitamin 
D the importance of liberal calcium intake is 
more fully established now than it has appeared 
to be at any previous time. Probably a larger 
proportion of the ordinary dietaries, both of 
adults and of children, can be improved by en- 
richment in calcium than in any other one chemi- 
cal element. Optimal calcium retention in the 
growing child requires the joint action of a 
liberal provision of the antirachitic factor 
(whether by mouth or through the action of light 
on the skin) and a liberal intake of calcium in 
the food. For different individual children the 
calcium intake that will just support an op- 
timal storage may range from 0.75 to 1 Gm. 
daily, the latter figure being a reasonably safe 
allowance to cover individual variations. When 
the calcium intake is less liberal, the body may 
still be able to store calcium, but usually not at 
an optimal rate. Optimal development of the 
growing body involves the retention of relatively 
more of calcium than of other body-building ma- 
terial, for there must be an increase in the per- 
centage of calcium in the body at the same time 
that it is growing rapidly in size and weight. Un- 
der these conditions, the optimal rate of calcium 
retention is the maximal rate that the healthy 
growing body can attain, and to fall short of this 
is for the body to remain calcium-poor as com- 
pared with what the calcium content should be, 
for the best development, at the given age. In 
the improvement in health and longevity through 
better dietary one should not look for quick re- 
sults. One of the most impressive features in 
recent discoveries regarding the relations of food 
to health and vitality is that the benefit of better 
feeding usually becomes fully apparent only when 
it is continued throughout a large part of the life- 
cycle, and often the benefit is greater to the 
second generation than to the first. While this 
may seem slow from the standpoint of thera- 
peutics, it would also seem to indicate that the 
effects of food on vitality may be fundamental 
and far-reaching. Through simply a wiser em- 
phasis in the daily choice and use of ordinary 
staple foods there may result improvements in 
the vitality of the individual or the family, all 
well within the bounds of normal nutrition but 
of very real significance for the maintenance of 
health from disease. 
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CERVICITIS 





KENNETH J. WILSON, M.D. 
OKLAHOMA CITY 





Cervicitis is a disease about which much 
has been written and a great deal learned 
in the past few years. I believe the evolu- 
tion of our ideas of cervicitis has kept 
pace with those of other lines of endeavor. 
The subject is too big to cover minutely iu 
this paper but I hope to give you a few of 
what I consider important observations of 
recognized investigators in this work, and 
add my own limited experience. 


Cervicitis and endocervicitis denote de- 
gree of involvement of the cervix and for 
practical purposes may be considered as 
one. Acute cervicitis is so rarely recog- 
nized as such, it is seldom considered as a 
pathologic entity. Suffice to say that if 
there is an acute cervicitis, it is regarded 
as a part of some general infection of the 
genital tract and treated as such, termi- 
nating shortly in cure or becoming the 
sub-acute or chronic cervicitis I wish to 
discuss. 


Infections of the cervix are so common 
some authorities contend eighty per cent 
of all women harbor this infection. We 
have come to consider the infected cervix 
with great concern, not only for its dis- 
turbance of the function of pelvic organs, 
but as one, if not the greatest, source of 
systemic infection in the female. 


The pathology of cervicitis has long 
been familiar, but the treatment, other 
than palliative or surgical, has been of 
little consequence until of late years. In 
order to have a working knowledge of the 
fundamentals of treatment, it is necessary 
to know that the cervix contains large 
numbers of racemose glands that are deep- 
ly penetrating and evince a marked sus- 
ceptibility to infection. The cervical canal 
and the glands are lined with columnar 
epithelium, which from constant stimula- 
tion from infection pushes itself out on 
the vaginal aspect of the cervical rim, dis- 
placing the normal stratified epithelium, 
producing the so-called erosin. Continued 
congestion incident to such a condition 
produces a hypersecretion of mucous from 
the glandular structure and a hypertrophy 
and hyperplasia of cervical connective tis- 
sue. Sooner or later, this hyperplasia of 
connective tissue, plus the encroachment of 


squamous epithelium upon the outlet of the 
glands causes occlusion and subsequent 
cyst formation, nabothian cysts. 


Being mindful of the incidence of this 
malady the physician should keep fore- 
most in his mind some of the symptoms 
which might arise from this source. He 
should be as careful of the examination of 
the cervix as he is of the tonsils or other 
possible foci of infection. It is a well rec 
ognized fact that only a minority of 
women suffering with a diseased cervix 
refer to these parts as a possible cause of 
their trouble. But by careful interroga- 
tion and examination of the pelvic organs, 
we will discover many unsuspected cases. 
Only those seeking relief from a leucor- 
rheal discharge are apt to mention that 
they suffer from a chain of symptoms in- 
dicative of pelvic trouble. And, in this con- 
nection I want to emphasize the high inci- 
dence of cervicitis in leucorrheas and de- 
plore the seeming indifference of our pro- 
fession to this symptom. Too often the pa- 
tient is dismissed with a gesture at ther- 
apy that is worse than nothing, namely: 
douching with the innumerable nostrums 
calculated to cure this disease. Douches 
will no more cure a chronically infected 
cervix than will gargling cure a chronical- 
ly infected tonsil. The douche may be in- 
dicated for cleansing purposes and as a 
feeble means of applying heat to the struc- 
tures, but some form of therapy designed 
to destroy these deep penetrating glands is 
essential to cure. 


May | stress the importance of the two 
principal etiological factors that are amen- 
able to treatment, and suggest methods of 
prophylaxis? One is traumatism and lacer- 
ation of the cervix in parturition. Every 
post partum patient should be kept under 
observation until every vestige of injury 
to the cervix has cleared up. In the event 
of erosin or other evidence of infection, it 
should be treated the same as the cases 
that are of longer duration. This may 
prevent the inevitable extension of the 
infection into the contiguous and adjacent 
structures, causing metritis, perimetritis, 
salpingo-oophoritis and finally peritonitis 
with their attendant symptoms. 
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Another, and perhaps the _ greatest 
source of infection, is the male. While the 
gonococcus is one of the chief exciting 
causes from this source, the associated 
organisms are much more persistent in 
their duration. Gonorrheal infection of 
both male and female tends to be self- 
limited. Relatively few latent gonococci 
persist, but the streptococcus, staphylococ- 
cus and colon bacillus that have been in- 
strumental in eliminating the gonococcus, 
persist indefinitely in the glandular struc- 
tures of both. So the cervix is constantly 
exposed to reinfection from the prostate 
in the male. Therefore, it is imperative 
that this source of infection be removed. 


The diagnosis of cervicitis is usually 
obvious; leucorrhea or excessive secretion 
of mucous is always present; there may be 
demonstrable swelling and discoloration, 
erosion and pustular or cystic enlarge- 
ment of the glands, tenderness of the 
cervix or tenderness and swelling of ad- 
jacent structures, depending upon the ex- 
tent of metastasis. In some cases there 
may be only an excess of the mucous se- 
cretion from the endocervix, but this 
symptom alone is sufficient to warrant 
therapeusis. 


In this connection I wish to call atten- 
tion to the frequency of vesical irritation 
from an infected cervix. Many patients 
seek relief from bladder trouble when in 
fact the cervix may have caused this irri- 
tation by extension of the infection and 
inflammation by contiguity of tissue to the 
bladder wall. Moreover, there is a chronic 
stasis in the blood and lymph channels 
from mechanical obstruction that may ex- 
tend to and through any and all the con- 
tiguous structures, resulting in extravasa- 
tion of serum into the tissues, producing 
oedema and swelling of any one or more 
of the pelvic organs, with their resultant 
symptoms: backache, pain and fullness in 
the pelvis, menstrual dyscrazias and 
sterility. It is thought by some that the 
orderly cell proliferation incident to these 
changes is but a forerunner of the more 
highly disorganized cell formation of ma- 
lignancy. Hence the necessity for eradica- 
tion. 


Palliative treatment as mentioned above 
offers nothing permanent. In the absence 
of more potent therapeutic facilities, how- 
ever, one might be justified in using top- 
ical applications, dehydration with hyper- 
tonic solutions, application of radiant and 
conducted heat, rest and sedation. But the 
destruction of the chronically infected tis- 


sue may now be accomplished without the 
more radical amputation or modifications 
of it practiced in the past. While the op- 
erative removal of diseased cervical tis- 
sue has and will continue to have a place 
in the treatment of these cases, the indica- 
tions for operations have greatly dimin- 
ished with the advent of various electric 
modalities: X-ray and radium. The use of 
X-ray and radium are limited by the same 
conditions, They cannot be wisely used be- 
fore nor during the child bearing period 
on account of the uncertainty of the extent 
of their effects. In later years, either or 
both may be the treatment of choice be- 
cause of the absence of discomfort to the 
patient in their use, and their potency in 
destruction of malignant tissue. 


The method of treatment most used at 
this time is much more satisfactory to 
physician and patient than that formerly 
used, on account of its simplicity. It is 
much easier to secure the acquiescence in 
and cooperation of the patient to a simple 
office procedure, with little or no pain, 
loss of time or mutilation, than to procure 
their consent to an operation of serious 
proportions that will require hospitaliza- 
tion. 


The cautery is the modality most used 
because of its simplicity of application and 
the relative inexpensiveness of the instru- 
ment. I think it particularly applicable in 
the cases of simple erosin or simple hyper- 
trophy where the hyperplastic connective 
tissue has already destroyed most of the 
glandular structures by encroachment. | 
use it almost routinely for the first treat- 
ment of the chronically infected cervix, 
regardless of the local variance of path- 
ology. The linear stripping of the diseas- 
ed mass, about one-twentieth of an inch 
in depth, is the method in vogue. After 
lapse of time, varying from three weeks to 
two months, the treatment is selected to 
meet the individual requirements. If there 
are isolated pustules or nabothian cysts, 
they are treated by electro-coagulation and 
treatment repeated at similar intervals as 
long as they can be identified. If discharge 
from the cervical canal persists, it is evi- 
dence of continued infection higher in the 
cervix. I believe much more satisfactory 
results are obtained in these cases by elec- 
tro-coagulation. My personal preference 
of means of accomplishing this is the bi- 
polar electrode. One objection to the use 
of the cautery in the deeper tissues is that 
it disperses its heat soon after coming in 
contact wtih the tissues, and cannot be 
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depended upon to deliver coagulation cur- 
rent in the deep glands and cervical canal. 
If it is held in contact and given sufficien‘ 
current to destroy the deeper tissues, there 
is far too much destruction at the point of 
contact. Whereas, the coagulation elec- 
trode gives uniform heat throughout its 
length. The operator should keep in mind 
the tendency of dormant infections, par- 
ticularly of the cervix, to become virulent 
upon manipulation of the part. Occasion- 
ally a violent adenexal or peritoneal in- 
flammation may be excited by simple ex- 
amination of the inflamed cervix. Certain- 
ly no active treatment of the cervix is per- 
missable when the slightest doubt exists 
as to the quiescence of the infection. There 
is still doubt in my mind as to the efficacy 
of topical applications to hasten resolu- 
tion of the denuded areas. I do believe 
that cleanliness facilitates healing and 
certainly adds to the patient’s comfort. 
There can be no objection to the use of 
hot sitz baths, diathermy, sedative drugs 
and other measures that contribute to the 
patient’s general well being 

There are few gynecological conditions 
so neglected, yet so amenable to treatment, 
and none in which the results of treatmen* 
are more gratifying. 





EPIDEMIOLOGY OF SCARLET FEVER: 
CLINICAL APPROACH 





J. E. Gordon, Detroit (Journal A. M. A., Feb. 
13, 1932), presents results of a study of the ef- 
ficiency of two methods for release of patients 
after scarlet fever. One method that he studied 
represented accepted practice—an isolation period 
of twenty-eight days for uncomplicated cases and 
release of patients with complicated cases there- 
after on clinical recovery, with a maximum re- 
striction of fifty-six days. The second method 
included the same minimum requirements for un- 
complicated cases, but patients with complications 
were released when two successive cultures from 
the affected part were found free from strep- 
tococci. The infecting case rate was essentially 
the same under two conditions. The bacteriologic 
control possessed the advantages of prescribing 
an isolation better suited to the requirements of 
each individual: patient. This method materially 
reduced the average period of isolation. The gain 
was entirely in the group having complications, 
patients ordinarily hospitalized for the longest 
periods. Simple uncomplicated cases, because of 
present legal requirements, showed no variatiun. 
The patient with complications is responsible for 
most secondary cases. Attempted control by cul- 
tures for hemolytic streptococci gave results in no 
way comparable to the rate established by simple 
infections. The method possesses the value of 
generally decreasing the required period of isola- 
tion. The number of hospital days was appreci- 
ably less when patients were so released, and the 
results were essentially as good from the stand- 
point of infecting cases. An appreciable gain 
was thus made in respect to time lost from em- 


ployment or from school. Patients with certain 
complications were safely released before com- 
plete recovery. From a clinical standpoint, this 
is no small consideration. Chronic suppurative 
conditions are more likely to progiess favorably 
with outdoor exercise and lessened restriction of 
activity. Epidemiologic data of particular value 
have been made available as a result of release 
on a bacteriologic basis. The general reliabil- 
ity of the method varies with the kind of 
case and the kind of complication. No advantage 
seemingly results from requiring negative cul- 
tures of simple cases at the end of twenty-eight 
days. The infecting case rate was not greater 
for those proved carriers than for patients free 
from the infectious agent. The outstanding po- 
sition of the complicated case as the chief pro- 
blem in the control of scarlet fever has been 
demonstrated. Ce:tain complications are more 
likely than others to disseminate the infection. 
In order, rhinitis and sinusitis rank first, fol- 
lowed by secondary throat infections and sup- 
purative otitis media. The latter complication 
under bacteriologic control is no more a source 
of danger than the simple uncomplicated case, 
and patientes may be safely released before 
clinical recovery. Clinical classification has 
demonstrated that certain forms of rhinitis are 
without particular hazard; others are extremely 
likely to result in secondary cases. Evidence has 
accumulated to show that patients of the older 
age groups could very safely have been dismissed 
at an earlier period. During certain times of the 
year the secondary case rate was materially 
lower. The practicability of shorter periods of 
isolation during late spring and summer should 
be further investigated. The author’s study in- 
dicates the existence of significant clinical dif- 
ferences among patients, permitting practical 
modification of isolation. This approach to the 
problem is suggested by the precept of indi- 
vidual consideration, from the acute stage 
through convalescence to release. The evaluation 
of communicability by clinical methods, includ- 
ing laboratory procedures, gives promise of more 
adequate and more equalized control. 


oO 
Vv 


NORMS OF REFRACTION 





Edward Jackson, Denver (Journal A.M.A., Jan. 
9, 1932), states that norms representing the 
usual changes of refraction of the human eye, 
throughout life, could be obtained by comparing 
records of refractive changes in a sufficient num- 
ber of patients, under observation from early 
childhood to old age. But such records are no- 
where available. The complete study of such 
records as have been obtained of private patients, 
particularly those who have returned to get their 
refraction :etested over several years, will give 
the best approximation to the desired norms of 
refraction. When a sufficient number of such 
studies, made independently, have been obtained 
with the best methods of studying refraction and 
with a care commensurate with the supreme im- 
portance of accurate correction of refractive er- 
1ors, static and dynamic, there will be a basis 
for a philosophy, or theory of the correction of 
refractive errors that will free both the medical 
profession and the public from the dangers of 
plausible assumptions by spectacle salesmen, 
whether they call themselves optometrists or 
doctors. The author’s paper is a collection, from 
the case records of thirty years, of data bearing 
on each norm sought. 














PRESENT DAY INDICATIONS FOR 
CESAREAN SECTION’ 





J. H. ROBINSON, M.D. 
OKLAHOMA CITY 





Cesarean section is well known as an 
age old operation. Far back beyond the 
days of authentic history we are lead to 
believe that cesarean sections were rather 
frequently being done. There is no place 
in medical history where more radical 
changes have been made than in the in- 
dications for this operation. 

In the beginning cesarean operations 
were done only on the dead or dying 
mother for the purpose of saving the child. 
Now days we do a section to save the life 
of the mother and the baby; giving the 
mother the benefit of the first and best 
chance. We learn that the first sections 
on the living were probably done in the 
sixteenth century. The death rate was 
considerably over fifty percent on account 
of infection and hemorrhage. This of 
course retarded the popularity which was 
never regained until after the introduc- 
tion of antiseptics into modern surgery. 
After the days of the great Porro of Pavia 
in 1877, there has been an ever changiny 
and increasing indication for cesarean sec- 
tion. Likewise the technique has been 
modernized and improved . 


The indications for cesarean section in 
the year of 1500, can be expressed thusly 
in one sentence: “A dead or dying woman 
near term who probably has a living 
child.” Attempts to increase the indica- 
tions in the next 300 years were many, but 
ended fruitlessly. Infection and hemor- 
rhage were such dominant contra-indica- 
tions that no progress was made until 
some fifty years ago when infection be- 
came controllable thru antiseptics. From 
that time until now the mortality has been 
reduced from 50 or 60% down to almost 
a negligible figure. The indications have 
made a relative increase. 


Among the indications we find: 
Placenta previa, eclampsia, contracted and 
deformed pelves, malpositions, overdue 
cases which fail to go into labor. 





*Read batons The Oklahoma Clinical Society, 
November 6, 1931. 


There are other indications but the 
length of this paper justifies discussion of 
only these. 


Plancenta Previa: I do not wish to be 
understood as stating that a diagnosis of 
placenta previa is unreservedly an indica- 
tion for cesarean section. I believe that 
popularity of the cesarean operation in 
placenta previa is increasing because it is 
the safest kind of delivery for both mother 
and baby. It is difficult to lay general 
rules; but I believe all primipara who are 
diagnosed as previas a month before their 
date of expectancy should be kept near a 
good hospital where section can be done 
upon a few minutes notice. Most cases 
who are known previas prior to the eighth 
month are centralis cases and should be 
sectioned before they go into labor. Some- 
times they have large hemorrhages at 
lightening time and have to be operated 
then. Any patient, primipara, or multi- 
para, who can be diagnosed placenta 
previa a month prior to date of expect- 
ancy should be considered a centralis case 
and section done prior to onset of labor. 
I believe under ordinary conditions they 
should be carried within a few days of 
expectancy before operation, provided the 
hemorrhages are not dangerously profuse. 
When a patient has enjoyed a normal pre- 
natal period with no hemorrhage until 
the onset of labor she can usually be con- 
sidered a lateralis or marginalis case. If 
the bleeding is not too profuse most primi- 
para and nearly all the multipara should 
be delivered thru the birth canal. 


Eclampsia: In eclampsis or in pre- 
eclamptic toxemia in the elderly primi- 
para, I believe the rule should be delivery 
by section, at least provocation of labor 
should not be done by intra-vaginal means, 
leaving section optional should conserva- 
tive means fail. In any primipara with 
eclampsia where the labor is likely to be 
long and hard, section should be done be- 
fore the patient endures a toilsome labor 
and becomes exhausted. 


In multipara I believe eclampsia should 
be considered medical until proved other- 
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wise. The Stroganoff treatment or some 
of its modifications will safeguard most of 
these patients. One can never make clean 
cut classifications where the elements of 
danger are so great. Judgment in indi- 
vidual cases is indispensable. In any com- 
plication as great as eclampsia I feel that 
whatever course is selected we must admit 
that termination of the pregnancy at the 
proper time is the greatest step towards 
recovery of the patient. When medical 
means and management fails, we have the 
surgical to fall back upon. 


Contracted and Deformed Pelves: Prob- 
ably the most clean cut indications for 
cesarean section lie here. It seems to me 
that any patient who has a flat pelvis with 
a conjugate vera of 714 cm. or less should 
not be given a test of labor. Not many 
seven pound babies will descend thru a 
pelvis which has a conjugate vera of less 
than 9 cm. Above 9 cm. for the conjugate 
vera provided the iscial spines are 8 cm. or 
over apart (as in funnel pelves), delivery 
from below is likely. The size of the baby 
and the structural make up of the patient 
come in for consideration. 


In Malpositions, such as shoulder pre- 
sentation, transverse, breech, etc., in elder- 
ly primipara, we believe section the de- 
livery of choice before the patient goes in- 
to labor. In young primipara and in multi- 
para version must be considered. Proba- 
bly the decision between section and ver- 
sion may be reached only after the peculi- 
arities in ability of the operator have been 
considered. ; 

Over Due Cases Which Fail to Go Into 
Labor: Here is a condition in pregnancy 
which has dealt me much grief in the past. 
I see no objection to giving these patients 
castor oil and quinine. In my practice it 
starts labor in about 75% of the cases. | 
want to discuss the remaining 25%. Near- 
ly every time I use mechanical means for 
starting labor such as Voorhees’ bag, 
bougies, etc., inserted into the birth canal, 
I swear I shall never do it again. In my 
experience if castor oil and quinine do not 
produce labor these mechanical means will 
if given a day or two; but these labors are 
all long, drawn out, and hard. On account 
of these labors being so hard and so long 
on account of the poor quality of the pains, 
I have discarded the use of the bag and 
the bougie. These patients if in good con- 
dition should be allowed to go right on un- 
der close observation. 


If they develop severe toxemia and 
medical means fail to provoke labor they 
should be sectioned. If on account of de- 
layed labor there has developed a dispro- 
portion; the baby getting large; the fetal 
head fails to engage within a very few 
hours after the onset of labor, the mother 
should be sectioned. 


Sometimes a diagnosis of dystocia can be 
made prior to onset of labor in these pa- 
tients, this is a relative thing. Here the 
obstetrician must decide whether ab- 
dominal delivery offers better chances for 
both the mother and baby than delivery 
thru the birth canal. We are not looking 
about for a method of delivery in routine 
obstetrics better than nature provides. In 
complicated or pathologic cases where the 
mother’s life is threatened, and where the 
baby might also be lost, we look upon 
cesarean section as a quick, safe, and 
scientific method of escape from danger- 
ous conditions. 


Indications for the Various Types of 
Operation: Here is a place where deliber- 
ate and mature judgment is timely. Some- 
times the indication for section will also 
bespeak the type of operation to be used. 
So far as I am concerned it is a rare oc- 
casion when any more than three types of 
section need be considered. They are: 


1. The low cervical. 
2. The classical. 


3. The Porro, with hysterectomy. 

The low cervical within the past decade 
has largely replaced the classic as the 
routine operation. It is a good operation, 
and probably if any type of operation 
should be considered the routine, this is 
the one. However; I believe this operation 
has received more enthusiasm than it just- 
ly deserves. Like other new things it has 
enjoyed a wave of great popularity. 


It is claimed by many that this oper- 
ation is less shocking than others. This 
has not been my experience nor observa- 
tion and I can see no reason for it. I be- 
lieve however, that less damage is done 
to the uterus on account of the incision 
being in its lower segment rather than in 
its body. Also the peritoneal flap used 
here is of assistance in walling off infec- 
tion. In young women where additional 
babies are expected, and probably to be 
delivered from below, this is the operation 
which should probably receive first con- 
sideration in the event that the patient’s 
condition is such that she can likely endure 
an operation of over an hour. The amount 
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of time required for operation in heart 
cases, in eclampsia, and sometimes in a 
bleeding placenta previa bespeaks suffi- 
cient contra-indication for its discard. 


In women nearing the menopause, or 
where tubes are to be sectioned to estab- 
lish sterility, or where speed in operating 
is indicated, in clean cases the classic is 
the proper operation. I have had the pleas- 
ure of visiting Dr. Irving W. Potter of 
Buffalo and watching him work. He does 
the high classic section routinely, and his 
average time is 15 to 18 minutes to com- 
plete the job. In Dr. DeLee’s work shop, 
I have seen many sections done; most of 
which were the low cervical and require 
one and one-half hours. For poor oper- 
ative risks, in clean cases, the classis op- 
eration is far from obsolete. 


The Porro type of section it seems to me 
will always live. There are several kinds 
of Porro operations. The one still in gen- 
eral use and the one to which I refer is 
merely hysterectomy at time of cesarean. 
In frankly infected patients where the 
cervix has been dilated for sometime; and 
in patients which have had repeated 
vaginal examinations, removal of the uter- 
us often means the difference between life 
and death for the patient. Drainage is 
indicated here. Also in cancerous or fib- 
roid growths the uterus may as well be re- 
moved at time of section. 


oO 
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LIPODYSTROPHY: REPORT OF SIX CASES 
IN CHILDREN 








A. H. Parmelee, Oak Park, Ill., (Journal A.M.A. 
Feb. 13, 1932), states that lipodystrophy is de- 
fined by Coates as a “disease especially liable to 
affect children 5 to 8 years of age, in which 
characteristically there is a loss of subcutaneous 
fat of the face, neck, thorax, arms and abdomen, 
without assignable cause or gross symptoms of 
ill health. In association with. this, there is in 
addition, in females, an increase of subcutan- 
eous fat below the iliac crests.” The outstanding 
features are the thin, almost cadaverous looking 
face and upper part of the trunk, while the lower 
part of the trunk and the legs look either nor- 
mally or better than normally well nourished. 
Also, there is no loss of muscular power nor dis- 
turbance of sensation over the parts affected, and 
the individual is active and strong and well in 
every other respect. Although the face often 
appears pale, no anemia can be demonstrated. 
The onset is usually in young childhood. Ab- 
solutely no clue to the etiology of this strange 
disease is as yet at hand, though many writers 
have indulged in interesting speculations. The 
author goes in detail into the speculation as to 
etiology, because in six cases reported by him 
the onset seemed definitely to have followed 
some trauma to or infection of the nasopharynx, 
and in the reported cases there are thirteen in 


which the onset dated from such conditions as 
measles, pertussis, influenza, pneumonia, tonsil- 
litis, tonsillectomy and otitis media. In his cases, 
two followed tonsillectomy, one tonsillitis, one 
measles, pertussis and tonsillectomy. The close 
relationship of infections of the upper respiratory 
tract to encephalitis with its favorite localization 
in the midbrain brings strongly to mind the pos- 
sibility, at least, that there may be some etiologic 
connection in this disease. None of the patients 
showed any laboratory or clinical evidence of dis- 
turbance of the endocrine glands. Emphasis is 
laid on the possibility that toxic or infectious de- 
rangement of central trophic centers in the thal- 
amic and subthalamic areas of the midbrain may 
be the main etiologic factor. 





CIRCULATION IN PYREXIA 





H. C. Bazett, Philadelphia (Journal A. M. A., 
Oct. 31, 1931), points out that studies of the cir- 
culation in fever both in animals and man have 
been inadequate, and he exp.esses the hope that 
a more systematic study may be possible. For 
such studies the present methods of blood pres- 
sure measurements must be improved, and a 
greather capacity of analysis must be developed, 
since the respiratory methods of measuring circu- 
lation rate are urlikely to be adaptable to these 
cases. By improved technic in measuring blood 
pressure, by a study of the character of the pulse 
wave, by consideration of the complexities intro- 
duced by end and lateral pressure heads, and by 
careful standardization of any _ calculations 
through comparison with circulation rate meas- 
urements of the respiratory type, it may ulti- 
mately prove possible to unravel the complexities 
of the circulatory changes in such patients by the 
use of relatively simple technical methods. 





XANTHOMATOSIS: (SCHULLER-CHRIS- 
TIAN’S DISEASE; LIPOID HIS- 
TIOCYTOSIS 

Merrill C. Sosman, Boston (Journal A.M.A., 
Jan. 9, 1932), discusses the cholesterol disease 
of Schuller-Christian, its manifestations, its na- 
tural course, and in particular the effect of 
roentgen treatment on the local deposits and on 
the signs and symptoms of systemic disturbance. 
To that end he reviews three cases that he has 
reported previously and brings them down to 
date, reviews and biings down to date one case 
reported by Christian in 1919, and reports two 
new cases. He summarizes his study by stating 
that xanthomatosis (lipoidosis, Schuller-Christian 
type) is due to a disturbance of lipoid metabo- 
lism and is cha:acterized by deposits of lipoids, 
chiefly cholesterol and its esters, invarious organs 
and tissues in the body. The signs and symptoms 
depend on the location and extent bf these de- 
posits. Chief among them are defects in the 
bones, exophthalmos, diabetes insipidus, gingiv- 
itis, cessation of growth, and occasionally adiposo- 
genital dystrophy. Treatment has been ineffec- 
tual with exception of roentgen therapy to the 
areas of lipoid deposit, which has uniformly re- 
sulted in prompt healing changes. The improve- 
ment has been most marked as regards the dis- 
appearance of the defects in the bones, least 
marked as regards the exophthalmos. The 
change in general or systemic signs and symp- 
toms depends on the areas treated and not on 
the quantity or quality of the therapy given. 








PRACTICE WHAT YOU PREACH 





CARL PUCKETT, M.D. 
Managing Director Oklahoma Tuberculosis 
Health Association 
OKLAHOMA CITY 





Physicians and dentists are called on 
when a community health program is in 
augurated. They always respond with an 
offer of free service to the poor, or for 
those needing service who are unable to 
pay a full fee these professional men will 
accept any fee disinterested committees 
decide is fair. This service usually 
amounts to more than others give to the 
community program. These men are will- 
ing to do this because they appreciate 
more than others what improved health 
on the part of the people means to the 
community ; because they know many now 
unable to support themselves or their fam- 
ilies in continual] ill-health will be able to 
do so if physical handicaps are removed. 
Community advantages of such activities 
are suggested in the following by Otis 
Durant of the Oklahoma A. and M. Col- 
lege, who has made a rural survey of 
family expenditures for health purposes: 
“What we should like to see in Oklahoma 
is a rapid increase in the amounts spent 
for health maintenance, until the needs for 
this purpose are amply cared for. . . This 
would mean increased ability to pay health 
expenses, and the health poverty cycle 
would start working in the opposite direc- 
tion, that is, improved health, greater pro- 
ductivity, more wealth, and finally better 
health.” 


But good health and the removal of phy- 
sical handicaps should reach all the people 
to be of most benefit. That means that the 
average self-supporting citizen should do 
that which is needed to put himself or his 
family in good health. That is, they should 
set an example of their belief in the value 
of good health. 


We would like for the people to appreci- 
ate the seriousness and the potential dan- 
gers of apparent minor defects in child- 
hood. Then parents would call on the 
family physician or dentist for guidance 
in avoiding hazards or for correction of 
defects that have already occurred. I. 


would mean sufficient increase in the pro- 
fessional man’s income to permit him to 
give more of his time to others who can- 
not pay a full fee or none at all. 

Below are given statistics on average 
physical condition of Oklahoma school 
childrer as found by my surveys. This 
covers thirty to forty towns from 500 to 
8,000 population. These defects are found 
among the children of self-supporting 
parents as well as the others. Not just 
during the depression but before. In many 
instances the worst conditions are found 
in the families of the well-to-do. These 
are facts so often found that we know 
they are representative. It means the aver- 
age citizen is not using his physician or 
dentist when needed. 


We have tried to bring this to the atten- 
tion of the people through our bulletin 
service. A bulletin, “Charity Should Begin 
at Home,” has been sent to all newspapers 
and has been used by many. Wherever 
this has. not been published we shall be 
glad to mail an extra copy on request. We 
think this will help to stimulate interest 
in the correction of defects by the average 
citizen. We believe fair minded people will 
appreciate the fact that professional men 
who give much of their time to community 
charity service have a right to expect the 
patronage of their fellow citizens who can 
pay. Folks should see the absurdity of 
giving attention to the other fellow’s chil- 
dren when their own are in more need of 
attention. Above all, the economic value 
of investments in health should be ap- 
preciated by all. 

Community and _ individual efforts 
should be made everywhere to improve 
this situation. Especially should the babies 
of today, and the future, be sanely fed 
and cared for to prevent so much disease 
and suffering. 

The correction of these defects among 
those now or previously associated with 
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tuberculosis will do a great deal to prevent 
active disease. And, it will prevent other 
serious disease and bad health. 

Among each hundred pupils we find: 
(Or this may be expressed in percent.) 


High School Grade 


Normal (no apparent defects) 15 15 
Normal weight (Those with 

no defects included) 73 80 
Underweight 

10 to 19 percent 16 16 

20 percent or more 1 1 
Overweight: 20% or more (A 

defect if above 20% 10 3 
Defective vision 10 10 
Corrected vision 2 3 
Defective hearing 5 5 
Defective heart 1 1 
Pupils, defective teeth 35 55 

Permanent 35 15 

Corrected teeth 15 3 

Diseased gums 10 13 

One or more permanent teeth 

extracted 12 5 

Tonsils, enlarged only 11 22 

Diseased 10 18 

Removed 15 7.7 
Incorrect posture 10 6 
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PARENTERAL USE OF LIVER EXTRACT IN 
PERNICIOUS ANEMIA 





William P. Murphy, Boston (Journal A. M. A., 
March 26, 1932), treated thirty patients with 
pernicious anemia by means of liver extract ad- 
ministered parenterally. The extract may be ad- 
ministered easily and safely either with or witi- 
out hospitalization of the patient and with the 
greatest assurance of success. Improvement in 
the blood is even more rapid and striking than 
that to be expected from the ingestion of much 
larger doses of liver or potent liver extract. 
Treatment was followed by an increase in the 
riticulocytes (young red blood cells) generally 
within a shorter period than occurs after treat- 
ment by mouth, and the numbers of the erythro- 
cytes have increased promptly in practically all 
cases treated, even in those patients who were 
considered to be somewhat resistant to improve- 
ment to liver or extract given orally. There was 
a prompt and often very striking increase in the 
numbers of the white blood cells and blood plate- 
lets within a few hours of the beginning of treat- 
ment and a continuance of a normal or slightly 
elevated level during the course of treatment. 
Symptomatic improvement occurred after par- 
enteral treatment, as is to be expected following 
the satisfactory oral use of liver or liver extract, 
although the improvement in general well being 
of the patient possibly occurred sooner after the 
onset of treatment than when oral treatment is 
used. Improvement in symptoms resulting from 
the spinal cord damage was striking in those 
patients whose treatment had been most satis- 
factorily carried out. The extract was adminis- 
tered to the series of patients without a reaction 
of importance. It may be advisable, as has been 
done in some of the patients with whom this re- 
port deals, to test all cases with one or more 
small preliminary injections in order to avoid the 
poossibility of a severe reaction in the rare pa- 


tient who mav be hypersensitive to the liver. 
The most satisfactory use of parenteral treat- 
ment is the intramuscular injection of large or 
optimal amounts of the liver extract (extract 
prepared from 300 to 400 Gm. or more of liver) 
during the beginning of the treatment of a pa- 
tient in relapse. Subsequent and maintenance 
treatment may perhaps best be carried out by 
similar smaller injections at intervals varying 
from five to seven days, or even much less fre- 
quently in the uncomplicated cases. The exact 
interval must be determined by the condition of 
the blood and of the patient. Although the in- 
jections may be given daily, such treatment will 
rarely be indicated, and it has been generally less 
well received by the patient than treatment at 
less frequent intervals. The rapid effect, to- 
gether with the ease and safety of administration 
of the extract, especially intramuscularly, makes 
it an invaluable means of treating the critically 
ill patient and may well replace the use of either 
transfusion or stomach tube in the treatment of 
such a patient. The injection method of treat- 
ment should be a valuable substitute for the oral 
method in the patient who finds difficulty in the 
constant ingestion of a sufficient amount of liver 
material or whose gastro-intestinal tract is up- 
set thereby, with resultant gas, discomfort or 
diarrhea. In the latter group the injections may 
be used permanently or for periods of a few 
weeks, alternately with liver or extract by mouth. 
In fact, such an alternation of methods may be 
desirable during the maintenance treatment of 
many patients who now find little or no dif- 
ficulty with the oral regimen. Finally, mention 
is made of the economy possible through the 
use of parenteral extract as compared with the 
expense of either liver or liver extract adminis- 
tered orally. 
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ABSENCE OF CERVICAL SPINE: KLIPPEL- 
FEIL SYNDROME 





George I. Bauman, Cleveland (Journal A.M.A., 
Jan. 9, 1932), reports six cases, one male and 
five female, of the Klippel-Feil syndrome. This 
consists in a numerical variation in the cervical 
vertebrae with more or less complete fusion 
into one mass. The deformity remains stationary 
and is not affected by any treatment. It is dis- 
guised with difficulty and unfortunately does 
not become much less conspicuous as the patient 
develops. The mirror movement, when present, 
does become less noticeable but does not dis- 
appear. The deformity does not interfere with 
longevity. The classic symptoms, as given by 
Klippel and Feil, are (1) absence or shortening 
of the neck, (2) lowering of the hair line on the 
back of the neck and (3) limitation of motion. 
Other symptoms occurring in a certain percent- 
age of cases are: torticollis, mirror movement, 
facial asymmetry, dorsal scoliosis, other de- 
formities, difficulty in breathing or swallowing, 
and shortness of breath. No treatment is of any 
benefit. Operations, as for congenital torticollis, 
or active treatment, as for Pott’s disease, should 
be avoided by making a correct diagnosis. 
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EDITORIAL 





OVERPRODUCTION OF NURSES AND 
PLIGHT OF CERTAIN PATIENTS 


If a recent survey, by the American 
Nurses’ Association, is even approximate- 
ly correct the situation of the nurse, as well 
as certain types of patients is becoming 
very serious. As usual the world wide de- 
pression has a great deal to do with it; for 
doctors have already noticed that their 
work is greatly falling off, not because 
their services are not desired but because 
people must simply economize. The 
Nurses’ Association states: “Training 
schools must curtail the steady production 
of more nurses, or the morale of the nurs- 
ing profession will break down complete- 
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ly.” This is the opinion of the Committee 
on the Grading of Nursing Schools, fol- 
lowing an analysis of early returns of the 
1930 census on workers. 


The seriousness of the situation may be 
appreciated as revealed by the tabulation 
of figures for eighteen states and the Dis- 
trict of Columbia. Statistics since the 
1920 census show an increase in popula- 
tion of 7 per cent, while the total number 
of trained nurses has increased 78 per cent. 
In some localities and areas of the coun- 
try groups of patients are not properly 
nursed, owing to the poor distribution and 
lack of special training of the nurses in 
those areas. Figures show that in forty- 
two cities the average nurse has no more 
than 149 days of employment in any given 
year. In Bangor, Maine, she has not more 
than 77 days of work, and in Ottumwa, 
Iowa, where employment conditions are 
best among the cities studied, she can 
work not more than 201 days in the year. 
Rates for other cities range between these 
two. 


In New Hampshire the nurse can expect 
no more than 190 days work in the year, 
while in Maine, Vermont, Iowa, North and 
South Dakotas, Kansas, Delaware, Mon- 
tana, Wyoming, Arizona, Nevada, Idaho 
and the District of Columbia, there is not 
nearly enough nursing to be divided be- 
tween the trained and untrained nurses 
competing for patients. Untrained nurses 
are not on the increase, but trained nurses 
are being turned out to terrific competi- 
tion by the thousands each year. For in- 
stance, Maine in 1900 had one trained 
nurse for every 5,068 persons; in 1910 
there was one for every 910; in 1920, one 
for every 579, and in 1930 one for every 
349. 


Dr. May Ayres Burgess, presenting 
these figures in the Americal Journal of 
Nursing, for March, states that “If nurs- 
ing is to avoid disaster, the steady produc- 
tion of more students, who become gradu- 
ates, must cease. It must cease not only 
in the small schools, but in most of the 
large schools as well. Graduate nurses 
must be employed. If they are unemploy- 
able, they must be re-educated. The schools 
of nursing have produced them. They are 
members of the profession. Unless their 
morale is to break down completely, they 
must either be eliminated or utilized.” 

For many years the writer has noted 
that probably too many nurses, often 
poorly and indifferently trained, have been 
turned out of, not only the small hospital, 
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but the large hospital as well. Some of 
these develop by special work, further 
training and study, into splendid nurses, 
and of course others are merely ‘nurses’. 


Neither the people nor the medical pro- 
fession can do without fine nursing serv- 
ice and it is up to the economists in both 
the medical and nursing profession to see 
that the situation does not get further out 
of bounds. Miss Mary M. Roberts, R. N., 
editor of the American Journal of Nurs- 
ing, has this suggestion to offer which all 
nurses, physicians and hospitals should 
consider: “Even with the over production 
of nurses, there still exists the unnursed 
patient. Many persons are chronically 
sick at home; among these are persons 
suffering from arthritis. New and scien- 
tific knowledge on the care of arthritis 
brings new opportunities in nursing. The 
field of psychiatric nursing, too, is hardly 
touched. Patients with heart disease and 
tuberculosis require special nursing care. 
Some of the unemployed nurses can well 
take up special training that will fit them 
for these types of service.” 

A preliminary report of survey of hos- 
pitals for nervous and mental patients in 
the United States made under the auspices 
of the American Medical Association sent 
questionnaires to 561 institutions, 416 of 
which replied. Personal visits were made 
to 343 of the institutions. It is noted that 
of the government-owned group, the Veter- 
ans’ Administration hospitals are on the 
whole comparatively new and well equip- 
ped, have relatively large medical staffs, 
and apparently give the individual patient 
good custodial and therapeutic care; while 
among county and city institutions the 
great majority of those visited were found 
to be custodial in nature without any as- 
pirations to the rank of hospitals. In 
state hospitals, which are nearly three 
times as numerous as all federal, county 
and city institutions, personal contact re- 
vealed that overcrowding was universal. 
We well know this to be the situation in 
Oklahoma and it has been the situation 
since Statehood; notwithstanding the 
rapid building of new houses since then 
the hospitals are constantly overcrowded. 
Of course this cannot be helped but it 
seems that the services of some of the 
great body of only part time employed 
nurses might be utilized to the advantage 
of the State as well as the patient in such 
institutions. 


“THE OPEN SEASON FOR ‘DEARS’ 
AND SCIENTIFIC EXPERI- 
MENTATION.” 





The New York Sun, December 2, 1931, 
comments in an unusual manner upon 
deaths attributed to foot-ball. Three Ford- 
ham players engaged with Bucknell, No- 
vember 21, were injured, one of the three 
dying, another suffered from hemiplegia, 
while the third was seriously injured. A 
West Point cadet died from a broken neck, 
October 24th, at Yale. Altogether 29 
deaths are directly attributed to the game 
during the 1931 season. The Sun rather 
facetiously points out that there is a very 
short open season on deers, but none on 
“dears,” that man-baiting, bull fights, and 
cock-fighting are taboo in “civilized” 
countries. In this connection why not 
bring in the question ever present and 
irritating, of the constant “physician-bait- 
ing,” when our numerous busy body, 
pernicious and interfering “societies” for 
the “prevention of this” and “protection 
of mice, guinea-pigs, cats and dogs,” are 
ever on the alert to prevent the useful 
sacrifice of these useless animals in fur- 
thering the attempts to prevent the loss of 
human life, and advance and prolong 
human life. It would be a most useful 
diversion of otherwise useless activity on 
the part of these misguided fanatics, if 
they would direct their energies toward 
the prevention of vicious man-killing via 
the foot-ball, rather than finding them at 
the business of constantly interfering 
with, and misrepresenting high type 
scientific work in research laboratories, 
all of which has for its object aleviation of 
human suffering, and the saving of human 
life. All of which reminds us of the trite 
saying of Puck: “What fools we mortals 
be.” 


ray 


THE PREVENTION OF EYE 
ACCIDENTS 








The machine age has enormously in- 
creased the great number of accidents to 
workmen, regardless of every effort to 
protect them. The National Society for the 
Prevention of Blindness states that while 
most industrial eye accidents are prevent- 
able, American industry every year per- 
mits the loss of one or both eyes by more 
than 2,000 workmen, while 300,000 minor 
eye injuries occur, running the annual 
waste in lost time, compensation payments 
and medical bills to approximately $50,- 
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000,000. It is difficult to estimate the cash 
value of the time lost on this account, but 
one authority places it at $18,000,000, 
while more than $26,250,000 is expended 
as compensation as the result of the in- 
juries. 

It is suggested that a mandatory rule be 
enforced in every industrial shop which 
will require the employee to wear goggles 
while at work. Mr. Harry Guilbert, Di- 
rector of Safety for the Pullman Com- 
pany, Chicago, states that the company 
enjoys the remarkable distinction of not 
having a single eye loss in the last six 
years among the thousands of men daily 
engaged in dangerous work in the Pull- 
man shops, and in other places. In this 
great company, despite every effort to 
prevent injuries, no headway was made 
until the president issued a mandatory 
rule that every employee irrespective of 
his occupation, must wear goggles while 
on duty, and visitors while passing 
through the plant must do likewise. This 
order brought the remarkable results 
achieved but it became necessary to dis- 
charge many men because they ignored 
the rule. After a time all workers com- 
plied with the rule. 


This seems much better than to have 
men suffering from either total or partial 
loss of vision and other eye injuries, with- 
out considering the financial phase of the 
question whatever..: 
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Editorial Notes — Personal and General 











DR. T. J. DODSON, formerly of Norman, an- 
nounces his removal to Foss, Oklahoma. 





DR. RAYMOND H. FOX, addressed the Rotary 
Club at Altus March Ist, his subject being the 
“Development of Surgery.” 





DR. FRANCIS T. WILLIAMS, Muskogee, Geni- 
to-Urologist, U. S. Veterans Hospital, has been 
transferred to the Bronx Hospital, New York 
City. 


DR. W. E. FLOYD, has sold his interest in the 
Holdenville hospital to Mr. Harry H. Diamond. 
Dr. Floyd will continue to be connected with the 
hospital. 








DR. F. E. SADLER, Norman has been appoint- 
ed Superintendent of the Soldiers’ Relief Hospital 
at Sulphur. Dr. J. M. Hancock, Chandler, has 
been named assistant surgeon. 





DR. E. LEVY, for more than six years tuber- 
culosis expert at the U. S. Veterans Hospital, 
Muskogee, and for several years Chief of the 
Medical Service has been transferred to the 
Bronx Hospital, New York. 
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OKMULGEE-OKFUSKEE COUNTY MEDI- 
CAL SOCIETIES met at Okmulgee, March 14th. 
The program was presented by Doctors Lea A. 
Riely, E. S. Ferguson, L. J. Moorman and John 
Heatley, Oklahoma City. 





AMERICAN PROCTOLOGIC SOCIETY will 
meet in Memphis, Friday and Saturday, May 6 
and 7. Headquarters at the Hotel Peabody. The 
arrangements committee are Doctors John L. 
Jelks, Memphis, and Victor K. Allen, Tulsa. An 
extension program is offered for the two days 
and the date, which is just prior to the A. M. A. 
meeting at New Orleams, should accommodate 
many physicians who propose to attend the New 
Orleans meeting. 





THE EXTENSION DEPARTMENT of the 
State University and the State Medical Associ- 
ation presented the following program at Mc- 
Alester, March 21; Tulsa, March 22; Muskogee, 
March 23; McAlester, March 24; and Shawnee, 
March 26. The subjects were: “Important Points 
in Thyroid Disease” by Dr. Robert S. Dinsmore; 
“Interpretation of Genito-Urinary Symptoms” by 
Dr. Wm. E. Lower; “Roentgenology of Urinary 
Tract,” by Dr. Bernard H. Nichols. The evening 
program on “Malignancies of Head and Neck,” by 
Dr. Dinsmore; “The Acute Abdomen” by Dr. 
Lowe:; “Roentgenology of Gastro-Intestinal 
Tract” by Dr. Nichols. 





MUSKOGEE COUNTY MEDICAL SOCIETY 
met March 14th. Dr. E. H. Coachman presented 
“Hodgkins Disease,” discussion opened by Dr. H. 
T. Ballantine; Dr. J. S. Campbell, on “Cisternal 
Puncture,” discussion opened by Dr. C. V. Rice; 
Dr. C. W. Heitzman presented “The Cornerstone 
of Civilization,” discussion general. 

The March 28th meeting had for its program, 
Dr. F. B. Fite, on “The Early Day Surgery in 
Territorial Days”; Dr. J. L. Blakemore on “The 
Osbtacles Met and Overcome by the General 
Practitioner in Organized Medicine Before State- 
hood”; Dr. Floyd E. Warterfield, on “Early Day 
Practice”; Dr. C. A. Thompson on “Organized 
Medicine, Its Outlook, and Prospects At This 
Time and Since Statehood.” 





SOUTHERN OKLAHOMA MEDICAL ASSOCI- 
ATION met at Duncan, March 8th, with the fol- 
lowing program: 


President’s Address—D, Long, M.D., Duncan. 


The Relation of Public Health to the Medical 
Profession—G. N. Bilby, M.D., State Health Com- 
missioner, Oklahoma City. 

Iritis—U. C. Boon, M.D., Chickasha. Discussion 
opened by G. S. Barger, M.D., Purcell. 

Surgery as an Aid in the Treatment of Advanc- 
ed Pulmonary Tuberculosis—Horace Reed, M.D., 
Oklahoma City. Discussion opened by W. H. 
Livermore, M.D., Chickasha. 

Luncheon—At the Wade Hotel. Fifty cents. 
All you ca neat. 

Diseases of the Gall Bladder—Lea A. Riely, 
M.D., Oklahoma City. Discussion opened by J. E. 
Heatley, M.D., Oklahoma City, who also demon- 
strated X-ray pictures of the Gall Bladder. 


Toxemia of ore P. Allen, M.D., Ok- 
lahoma City. Also DeLee’s moving pictures of 
Eclampsia. Discussion opened by W. S. Ivy, M.D., 


Duncan, 
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ALVA announces that its $50,000 Municipal 
= will be completed about the middle of 
April. 





CANADIAN COUNTY MEDICAL SOCIETY 
entertained their wives as honor guests, March 
18th. Among the visitors were Dr. and Mrs. J. 
A. Hatchett, former residents of El Reno. 





WOODS COUNTY MEDICAL SOCIETY met at 
Waynoka, March 29th. The program was as fol- 
lows: “Goiter” by Dr. R. M. Howard, Oklahoma 
City; “The Newest Things in Allergy” by Dr. Ray 
M. Balyeat, Oklahoma City; a paper, subject un- 
announced, by Dr. H. E. Huston, Cherokee. 
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DOCTOR ARTHUR LEMUEL STOCKS 


Dr. Arthur Lemuel Stocks, age 59, died 
March 26, 1932, at his home in Muskogee, 
from an anginal attack. He was born in 
Oughtibridge, England, April 6, 1872, and 
came to America when sixteen years of age. 
First he went to Lincoln, Nebraska, and 
there took a premedical course, and after- 
wards attended the University of Illinois, 
from which he graduated in 1897. He prac- 
ticed in Quincy, Illinois until 1905, and then 
moved to Monmouth, Illinois, where he re- 
sided until 1911. In that year he came to 
Muskogee, Oklahoma, and engaged in gen- 
eral practice until 1915, at which time he re- 
turned to the University of Chicago for a 
post-graduate course in Radiology and Der- 
matology, which specialty he continued until 
his death. 


He was married in 1895, to Miss Ora 
Meek, Superior, Nebraska, who, together 
with two daughters, Miss Jane Stocks of 
Muskogee, and Mrs. William Hays of Avoca, 
Iowa, survive him. 


Dr. Stocks was a member of the Knights 
of Pythias; a Shriner and a Master Mason. 
For fifteen years he was secretary of the 
Muskogee County Medical Society, where 
his untiring energy and efforts went far to 
build up the organization. 


He was later elected President of the 
Muskogee County Medical Society and held 
this office until he retired from active prac- 
tice on December 38, 1930. Thereafter he 
served as President Emeritus. 


Dr. Stocks lived a very active and useful 
life among the members of his profession, 
always striving to keep abreast of the latest 
developments in his specialty, and in touch 
with the whole field o fmedicine. 


During his residence in Oklahoma he was 
prominent in the medical meetings of both 
State and County and his conceptions of the 
men in the profession was marked by a 
great sense of respect. This he strove to 
make each physician feel, as well as his 
responsibility and position in life. 


Twice he returned to England, once 
alone and again with his family last sum- 
mer. There he visited the scenes of his 
youth and on his return gathered much 














mirth from recalling these incidents. Amer- 
ica suited him better than his native 
Britain, for he was a man of democratic 
convictions and better fitted unto the cus- 
toms of this country than those of staid 
England. 


Dr. Stocks practiced his belief in gather- 
ing happiness wherever he found it along 
life’s pathway, and up until the last even- 
ing of his life he participated in all pos- 
sible social and professional gatherings. 


We feel that we have lost a true friend 
and an able counselor and his presence and 
advice in all things medical will be sadly 
missed. 


For ourselves and our associates we ex- 
tend to you our profound sympathy and con- 
dolences in the loss of a devoted, kind and 
indulgent father. 

E. H. COACHMAN, 
C. E. DeGROOT, 
C. E. WHITE, 


Committee, Muskogee County Medical So- 
ciety. 











DOCTOR WILBER ELMER RAMMEL 





Doctor Wilber E. Rammel, 70 year old 
resident of Bartlesville, since 1907, died at 
his home March 14th following a long iil- 
ness. 


He was born January 24, 1862, in Indiana, 
where he received his preliminary education. 
He graduated from the Cincinnati Medical 
School in 1896. He was married in 1888 at 
Coffeyville, Kansas. He moved to Denver, 
where he practiced medicine nearly twelve 
years after which time he moved to Bartles- 
ville. 


Dr. Rammell was a member of the medi- 
cal society and other organizations connect- 
ed with his profession, and a member of all 
the Masonic bodies. 











DOCTOR JAMES BENONO BECKETT 





Doctor J. B. Beckett, pioneer physician uf 
Spiro, died Thursday, March 10, after a long 
illness. 

Dr. Beckett was born in October, 1861. 
He had practiced in Spiro since prior to 
Statehood. 

He is survived by his wife, Mrs. Jo. Mar- 
oney Beckett and six children, also his 
mother. 

Funeral services were conducted at the 
local Methodist Church, March 11,: with 
burial in Spiro Cemetery. 




















CONDENSED PROGRAM 


FORTIETH ANNUAL SESSION, OKLAHOMA STATE MEDICAL 
ASSOCIATION, TULSA, OKLAHOMA, 
MAY 24, 25, 26, 1932. 


Meeting Place—All meetings will be 
held in the Hotel Mayo, Telephone, 3-2141 
(local) ; L. D. 100. 


Registration—Sixteenth Floor, Hotel 
Mayo. All physicians except those from 
outside the State and visiting guests, must 
hold membership certificates for 1932 be- 
fore registering. It is urgently requested 
that you see your County Secretary if you 
are not in good standing and become so be- 
fore this meeting. 


Woman’s Auxiliary will register on the 
Mezzanine floor, Hotel Mayo. 


Dermatology and Radiology Society— 
Will hold clinics during the morning of 
May 24th, 9:00 A. M., Crystal Ball Room. 
Papers and the regular program will be 
heard in the afternoon, in the small meet- 
ing room, Mezzanine floor. 


Oklahoma Pediatric Society—Will hold 
clinics during the morning of May 24th, 
9:00 A. M., Morningside Hospital. Its 
regular program of papers and discussion 
will be held in the afternoon, in the Junior 
Ball Room, Mezzanine floor. 


Council—Will meet at 4:00 P. M., Tues- 
day, May 24th, Hotel Mayo, and thereaf- 
ter upon the call of the President. It is 
the function of the Council to originate 
and consider all business affairs of the As- 
sociation. All such matters should be pre- 
sented to the Council before going to the 
House of Delegates. 


House of Delegates—Will meet in the 
Crystal Ball Room at 7:30 P. M., Tuesday, 
May 24th, for the transaction of such 
business as is necessary. House of Dele- 
gates also meet at 8:00 A. M., Wednesday, 
May 25th. This meeting will be held in 
the large meeting room on the Mezzanine 
floor. The first order of business will be 
the election of officers, after which un- 
finished business will be disposed of. 


Delegates—Prior to the meeting Dele- 
gates will submit their credentials to the 
Credentials Committee, small meeting 
room, sixteenth floor, Hotel Mayo. 


General Scientific Sections—Will meet 
May 25th, 8:30 A. M., Crystal Ball Room, 


sixteenth floor. (All papers and addresses 
limited to forty-five minutes). 


WEDNESDAY, MAY 25TH 
(Morning) 


8:30 Clinics, Tulsa County Medical So- 
ciety, Crystal Ball Room. 


9:30 Dr. Frank C. Neff, Kansas City, 
“Active Immunization Against 
Diphtheria.” 

10:15 Address—Major General Hugh 
Cumming, U. S. Public Health 
Service, Washington, D. C. 

11:00 Section on General Surgery, Cry- 
stal Ball Room. 

11:00 Section on General Medicine, Jun- 
ior Ball Room. 


(Afternoon) 


1:30 Section on General Medicine, Jun- 
ior Ball Room. 
Section on General Surgery, Cry- 
stal Ball Room, sixteenth floor. 
Section on Eye, Ear, Nose and 
Throat, small meeting room, six- 
teenth floor. 


(Evening) 

8:00 President's Address—Dr. R. M. 
Anderson, Shawnee, Junior Ball 
Room. 

9:00 Reception and Dance, Crystal Ball 
Room. 4 

THURSDAY, MAY 26TH 
(Morning) 


8:30 Clinics, Tulsa County Medical So- 
ciety, Crystal Ball Room. 


9:30 Address—Dr. Arthur E. Hertzler, 
Halstead, Kansas. 

10:15 Lieut-Colonel Sanford W. French, 
Station Hospital, Ft. Sam Houston, 
Texas. 

11:00 Section on General Surgery, Cry- 
stal Ball Room. 

11:00 Section on General Medicine, Jun- 
ior Ball Room. 
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(Afternoon) 

1:30 Section on General Medicine, Jun- 
ior Ball Room, Mezzanine floor. 
Section on General Surgery, Cry- 
stal Ball Room, sixteenth floor. 
Section on Eye, Ear, Nose and 
Throat, small meeting room. 


0). 


WOMAN’S AUXILIARY 








General Headquarters—Hotel Mayo. 


Registration—Mezzanine floor, Hotel 
Mayo. 

Alfresco Party—At “Ledgerton’’ the 
suburban home of Dr. and Mrs. Fred Y. 
Cronk, Tuesday evening, May 24th, 6:00 
P. M. 


Business Meeting of Woman's Auxiliary 
Wednesday, May 25th, 10:00 A. M., Hotel 
Mayo. 

Musical Tea—At “Clinton Ingleside” 
the home of Mrs. Fred S. Clinton, Wednes- 
day, May 25th, 3 to 5 P. M. 


Luncheon—Tulsa Club, Thursday, May 
26th, 12:30 P. M. 


Tea—For the retiring and newly elected 
officers, Mrs. Charles J. Wood, hostess, 
University Club, Thursday, May 26th, 3 to 
5 P. M. 


, 





SECTION CHAIRMEN AND SECRE- 
TARIES 





SURGICAL SECTION 


Chairman, Fred S. Watson, M.D, 401 
Commerce Bldg., Okmulgee, Oklahoma. 
Secretary, W.-G. Husband, M.D., Hollis, 
Oklahoma. 
EYE, EAR, NOSE AND THROAT 
Chairman, A. L. Guthrie, M.D., Medical 
Arts Bldg., Oklahoma City. Okla. 
Secretary, J. F. Gorrell, M.D., Medical 
Arts Bldg., Tulsa, Okla. 
GENERAL MEDICINE 
Chairman, Henry H. Turner, M.D., Os- 
ler Bldg., Oklahoma City, Okla. 
Secretary, Fred G. Dorwart, M.D., 
Barnes Bldg., Muskogee, Oklahoma. 
DERMATOLOGY AND RADIOLOGY 


Chairman, Chas. J. Wood, M.D., Medical 
Arts Bldg., Tulsa, Oklahoma. 


Secretary, Carl L. Brundage, M.D., 
Medical Arts Bldg., Oklahoma City, Okla. 


PEDIATRICS 


Chairman, C. E. Bradley, M.D., Medical 
Arts Bldg., Tulsa, Oklahoma. 


Secretary, Geo. H. Garrison, M.D., 1200 
North Walker, Oklahoma City, Okla. 


©. 


TULSA COUNTY COMMITTEES 








Doctor W. J. Trainor, Tulsa, Chairman 


of the Committee on Arrangements on be-. 


half of the Tulsa County Society, an- 
nounces the following Committees to hand- 
le the work of the annual meeting, at Tul- 
sa, May 24, 25, 26, 1932: 

General Chairman. W. J. Trainor, 1011 
Medical Arts Bldg., Tulsa, Okla. 


Registrations. C. C. Hoke, Petrolewm 
Building, Tulsa. 

Finance. W. Albert Cook, 1107 Medical 
Arts Bldg., Tulsa. 

Entertainment. W. A. Showman, 409 
Medical Arts Bldg., Tulsa. 

Hotels. James Stevenson, 615 Medical 
Arts Bldg., Tulsa. 

Golf. Charles J. Wood, 511 Medical 
Arts Bldg., Tulsa. 


Ladies’ Entertainment. Women’s Aux- 
iliary of The Tulsa County Medical So- 
ciety, Tulsa. 

Reserve Officers. Paul R. Brown, 517 
Medical Arts Bldg., Tulsa. 

Scientific Exhibit. Morris B. Lhevine, 
1007 Medical Arts Bldg., Tulsa. 

Fraternal Dinner. Ralph A. McGill, 
1010 Medical Arts Bldg., Tulsa. 

Badges. J. C. Brodgen, Mayo Bldg., 
Tulsa. 
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NEURITIS AND MULTIPLE NEURITIS FOL- 
LOWING SERUM THERAPY 








George Wilson and Samuel B. Hadden, Phila- 
delphia (Journal A.M.A., Jan. 9, 1932), preseat 
the case histories of six patients with neuritis 
following the use of tetanus antitoxin. In re- 
porting these cases and in emphasizing their 
serious complications, they are fearful lest con- 
sideration of these facts deter physicians from 
the use of antiserums in indicated cases. That 
is far from their purpose; they do wish to sug- 
gest, however, that more careful testing for horse 
serum sensitization be employed and that desen- 
sitization be resorted to when indicated. In this 
day and generation, when the free administration 
of diphtheria toxin antitoxin mixture is employed, 
it is well to bear in imnd that this is sufficient 
to render a patient sensitive to horse serum. They 
also wish to call attention to the remark of 
Braunlich, who reports that serum sickness oc- 
curs much more frequently and is more severe 
following the use of fresh serum than when older 
serum is employed. 
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Fibrin Bodies in Preumothorax Cavities: Report 
of Case. C. H. Heacock and E. B. VanNess. 
Southern Medical Journal, February, 1932. 


Fibrin bodies are occasionally associated with 
pneumothorax but are of no pathological signifi- 
cance. The two main theories advanced as to 
their origin are (1) that they are dependent upon 
hemorrhage or trauma for their origin: (2) that 
they are purely fibrin deposits and not dependent 
upon injury. The case here reported seems to 
bear out the latter theory since it is the only one 
observed in a patient not having previously re- 
ceived artificial pneumothorax for pulmonary 
tuberculosis. In practically every other case a 
serous or hemorrhagic exudate has preceeded or 
been noted at the time of discovery of the fibrin 
body. The case described here differs from all 
those previously reported in that it occurred fol- 
lowing spontaneous pneumothorax in a_ patient 
who showed no signs of tuberculosis. Further, 
in this case, there was nothing to suggest trauma 
or hemorrhage as a causative factor. The pres- 
ence of a pleural exudate previous to the form- 
ation of the fibrin body and the absence of injury 
is very strong, if not conclusive evidence that 
these bodies are merely large accumulations of 
fibrin deposited upon a nucleus. 





dhe Prognosis in Tuberculosis with Especial 
Reference to the Psychological Aspects. E. W. 
Hayes, M.D., F.A.C.P. Annals of Internal 
Medicine, Vol. 4, No. 9, March, 1931, Pages 
1183-1187. 


Prognosis in tuberculosis is an individual affair 
and more dependent upon the mental reaction of 
the patient to the treatment than upon his feel- 
ings, appearance or even upon the extent of his 
disease. A month or more of careful study and 
observation of a case is necessary in order to form 
an opinion of the prognosis of any case thru the 
proper evaluation of the important symptoms and 
physical signs. Prognosis is always uncertain de- 
pending as it does not only upon age, sex, habits 
and opportunity to take the cure but also upon 
the virulency of the infection, the resistance - f 
the patient to the infection and the way in which 
he adjusts himself and reacts to the cure. 


Since tuberculosis is cured by cheerful and 
rigid regularity in carrying out the details of the 
treatment, it can be seen that the major propor- 
tion of the influences determining the prognosis 
are psychological and have to do with the 
emotional, mental and nervous reactions of the 
patient. Thus it is that so much depends upon 
the physician in influencing the patient to abide 
by the mode of life most apt to lead him back 
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to health. In order to treat these patients suc- 
cessfully they must be studied, understood and 
supervised by the physician so that he may con- 
trol them mentally and emotionally. The average 
patient cannot be expected to follow the cure 
properly on the simple advice to “take thirgs 
easy”; he must be given detailed directions and 
constant guidance. Since the nature of the dis- 
ease is such that its poisons seem to affect the 
centers of nervous and mental control, these pa- 
tients are not only physically but are also mental- 
ly and nervously sick. This fact makes it much 
harder for them to carry out the cure in any 
environment except one where they are thorough- 
ly understood and given proper sympathy and 
guidance. One of the first and most necessary 
steps from a psychological standpoint is to ex- 
plain truthfully to the patient the extent of his 
disease as well as the nature of the cure as un- 
less he understands his. condition and what he 
must do to recover he cannot follow the cure as 
he should. Most patients find the truth easier 
to face than uncertainties and a simple, frank 
explanation of the facts does much to form the 
bond of sympathy between the patient and phy- 
sician. 


While tuberculosis is one of the most curable 
of chronic diseases its prognosis in the average 
active case is, at any given time, uncertain and 
dependent on many different factors. The most 
important of these in most cases, is the psy- 
chology of the patient which in turn depends upon 
the physician. Therefore the ability of the phy- 
sician to properly advise, intelligently guide and 
efficiently manage the patient is the outstanding 
influence in bringing about recovery from pul- 
monary tuberculosis. 





A Comparative Study of the Pirquet and Mantoux 
Tests in School Children. S. A. Slater and 
Kathleen Jordan. 


Previous to 1914, the Pirquet test was generally 
used and considered practical and satisfactory. 
Since that time, however, many have considered 
it unreliable and have used the more sensitive in- 
tracutaneous or Mantoux test. While some have 
gone so far as to say that the Pirquet must be 
discarded as inaccurate, this study does not bear 
out that theory. It has also been shown by a 
number of investigators that, regardless of the 
test used, the incidence of infection is not as high 
as has been generally thought. Since the per- 
centage of reactors is as small as it generally is, 
it would not be impossible to make a study of the 
home contacts and thus discover not only many 
early cases both childhood and adult, but also 
determine the source of infection—frequently an 
unsuspected close associate. 


The purpose of this study was to determine 
which test would be the more practical in the 
fight against tuberculosis rather than which 
would give the higher percentage of reactors. The 
study was conducted in a wealthy rural commun- 
ity with good living conditions, intelligent and 
cooperative people and a tuberculosis death rate 
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of less than 25 per 100,000 for the past five years. 
Schools from the largest town, the smaller towns 
and a few strictly rural districts were selected 
so as to give the best possible representation of 
the district. The majority of the pupils took the 
test and positive reactors were X-rayed and Te- 
ceived physical examinations. This examination, 
however, revealed so little of importance that it 
was not recorded: the history, also, was consider- 
ed of little value since some denied existing tu- 
berculosis while others reported it when it was 
not present. Personal acquaintance with the 
family gave information of value. 


Both tests were given at the same time, one on 
each forearm and were read 48 hours later. Only 
one teading was made in order to keep the study 
as practical as possible. Of the 1006 white chil- 
dren tested in this manner 134 or 13.3 percent 
reacted to one or both tests; 42 or 4.2 percent 
reacted to the Mantoux alone; 63 or 6.3 percent 
reacted to both while 29 or 2.88 percent reacted 
to the Pirquet alone; 105 or 10.4 percent reacted 
to the Mantoux; 92 or 9.15 percent to the Pirquet. 
The biggest and most interesting difference was 
shown in the ages of those reacting to the two 
tests; the average age of those reacting to the 
Mantoux alone being 14, while that of all those 
reacting to the Mantoux was 13.1. The average 
age of those reacting to the Pirquet alone was 
10.6 while that of all reacting to it was 12 years. 
This is thought to be because the Mantoux, be- 
ing more sensitive, gives a reaction when the 
child is older and has had more opportunity for 
casual contact outside the home, or has only a 
slight infection, or he may have overcome an old 
infection to the extent of not reacting to the less 
sensitive test while those reacting to the Pirquet 
possibly had become infected at home or had been 
more recently infected. Another explanation is 
that the skin of the younger child is more tender 
and more apt to react than the thicker skin of the 
older child. It would seem that the Pirquet is 
preferable in the younger child, the Mantoux in 
the older. The Pirquet is preferable in that it is 
simpler and easier to give; also the undiluted 
tuberculin will retain its potency indefinitely 
while the diluted form used in the Mantoux must 
be fresh. If it is true that the Pirquet is most 
apt to discover the child infected in the home it 
is thus of more practical aid in finding the source 
of infection. If this can be done and the source 
removed the child has a much better chance than 
would otherwise be possible. 


On X-ray examination of the reactors, 15 were 
found with demonstrable lesions, 2 of whom re- 
acted only to the Mantoux; 12 to both and 1 to 
the Pirquet alone. The percentage of positives 
was higher among the girls due no doubt to their 
closer association with those in the home. More 
boys than girls reacted to the Mantoux thus in- 
dicating an infection outside the home. A small 
number of families were studied and the results 
indicated that when a child has had a family ex- 
posure either test will most likely give a reaction. 


Since the percentage reacting is so small it 
would seem worth while to use the test more 
widely in the schools and since the Pirquet gives 
a positive test in most cases of home exposure 
this test would seem the more practical in de- 
termining the source of infection because it would 
reduce the number of families to be studied. 
Further study will no doubt yield much informa- 
tion of practical benefit. 


Intrapleural Pressure Changes During Phrenicec- 
tomy in Patients with Artificial Pneumothorax. 
Cameron Haight and John Kenneth Deegan. 
The American Review of Tuberculosis. Febra- 
ary, 1932. 


Since one of the usual effects of a phrenicec- 
tomy is the reduction of the hemithorax thru a 
rise of the level of the paralyzed diaphragm, it 
seemed important to determine whether, in cases 
of pneumothorax subjected to phrenicectomy, the 
operation would bring about a change in the intra- 
pleural pressure. Since if a volume of gas is com- 


pressed, the pressure exerted by this gas is in-. 


creased, it would seem that a rise of the dia- 
phragm, by reducing the volume of air within the 
intrapleural space, should raise the intrapleural 
pressure. In man, however, the structures be- 
ing flexible, it had to be determined how the in- 
trapleural pressure might be influenced by this 
flexibility. 

Observations of the intrapleural pressure 
changes occurring during phrenicectomy are re- 
ported in 7 patients with pulmonary tuberculosis 
and artificial pneumothorax. An increase in the 
mean intrapleural pressure followed cutting the 
phrenic nerve in 6 of the 7 cases. The average 
increase in the mean pressure was 2.4 cm. of 
water. No change in the mean pressure occurred 
in one patient with pneumothorax complicated by 
pleural effusion. Thus it would seem that factors 
such as a previous displacement of the medias- 
tinum, a freely movable mediastinum, herniation 
of the mediastinum, and a portion of collapsible 
lung did not prevent an increase in intrapleural 
p:essure. Pleural effusion, however, may possib- 
ly be a factor in preventing such a rise during 
phrenicectomy. 





Recurrent Winter Cough. Joseph Harkavy. The 
ee Review of Tuberculosis. February, 


Studies of respiratory infections following in- 
fluenza in 13 cases point to a frequent simul- 
taneous involvement of the sinuses and lower 
respiratory tract. The lesions in the lungs a’e 
characterized by bronchitis, unresolved pneumonia 
and bronchiectasis. Delayed resolution of pneu- 
monic infiltrations is partly dependent upon the 
persistence of the chronic infection in the sinuses 
and adenoids. Disappearance of pulmonary signs 
and clinical symptoms followed nonsurgical treat- 
ment of the sinuses in most cases but not in those 
having bronchiectasis. The prognosis depends 
upon early detection and treatment of foci of in- 
fection in the upper respiratory tract in order to 
prevent chronic progressive changes characterized 
by hyperplastic sinusitis, pulmonary fibrosis and 
brorchiectasis. Treatment at late stage is diffi- 
cult and unsatisfactory but changes of climate to 
warm, dry localities tend to decrease recurrences. 
When an allergic component exists in the form 
of protein hypersensitiveness, it must be elimin- 
ated before complete therapeutic results can be 
obtained. 





A Study of Tuberculosis Infection by Way of the 
Female Genital Tract. Edwin M. Jameson. The 
ce Review of Tuberculosis. February, 


Small cotton pledgets containing a known 
amount of a suspension of R I tubercle bacilli 
were inserted into the vaginas of 12 healthy, 
virginal guinea pigs and allowed to remain 4 to 
8 days. Ten of the animals thus treated showed 
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a positive intracutaneous tuberculin test at the 
end of 87 days. Tuberculous lesions were found 
in the lymph nodes cf 6 animals when autopsied 
at the end of 100 days and one of them showed 
tubercles in the genital organs. There was no 
difference in the number of “takes” secured in 
animals inoculated during the oestrum or during 
the resting period. Many of the animals show- 
ed changes in the endometrium and ovaries which 
may be attributed to the tuberculous infection. 
Ascending tuberculous infection by way of the fe- 
male genital tract was produced in 11 of 12 ani- 
mals inoculated per vaginam although tuberclous 
lesions were found in only 50 per cent. It would 
thus appear from these experiments, in spite of 
the small series of animals used, that tuberculous 
infection by way of the healthy female genital 
tract is not difficult to effect, even though tu- 
berculous lesions of the genitalia can seldom be 
demonstrated. 





Spontaneous Preumothorax on the Left Side with 
Simultaneous Pneumonia on the Right. Edward 
Tolstoi and Doreen R. Corke. The American 
Review of Tuberculosis. February, 1932. 


A case is reported of a nontuberculous spon- 
taneous pneumothorax on ore side of the chest 
and a type I pneumococcus pneumonia on the 
other side. In spite of the extent of lung tissue 
involved, the patient suffered little discomfort 
and only moderate dyspnoea and cyanosis of 48 
hours duration. The pneumonia cleared rapidly 
and the collapsed lung continued to expand until 
it reached a normal state, thus effecting a com- 
plete recovery from both conditions. 





A Study of the Laryngeal Effects of Collapse 
Therapy in Laryngopulmonary Tuberculosis. 
Alexander T. Cooper and Otis 0. Benson. The 
American Review of Tuberculosis, February, 
1932. 


Tuberculous laryngitis is usually secondary to 
tuberculosis elsewhere in the body, usually in the 
lungs. The prognosis of this complication is 
grave because it superveres in the more advanced 
stages of the disease. The institution of a satis- 
factory collapse of the diseased lung in laryngo- 
pulmonary tuberculosis will not only benefit the 
pulmonary lesions but the laryngitis tends to im- 
prove and quite frequently the lesions in the 
larynx can be used as a reliable index to the pro- 
gression of the disease elsewhere. 


Of the 106 cases of laryngopulmonary tubercu- 
losis studied over a period of 6 months to 6 years 
at the Fitzsimmons General Hospital, Denver, 
Colorado, 80 or 75.4 percent had far advanced 
pulmonary tuberculosis. Of these 106 cases 43 or 
40.6 percent showed demonstrable improvement 
in the larynx while 63 or 59.4% showed no such 
improvement. It appeared that improvement 
in the pulmonary lesions depended closely upon 
the degree to which the collapse was satisfactory 
and that laryngeal improvement paralleled pul- 
monary improvement. Practically every patient 
in this series was treated by collapse therapy, 
either thoracoplasty, phrenic exairesis or pneumo- 
thorax, because of cavitation or progressive pul- 
monary tuberculosis. Laryngeal improvement oc- 
curred in a greater number of patients than 
showed either a satisfactory collapse or demon- 
strable improvement in the chest since 43 percent 
showed laryngeal improvement and only 33.9 per 
cent chest improvement. This may have been due 


to a lessening of cough and expectoration with 
its resultant diminution in trauma of the larynx 
even in a collapse not considered satisfactory. 
Seventy-one percent with satisfactory collapse 
showed clearing of the laryngeal lesions while 
only 28 percent of those with unsatisfactory col- 
lapse showed such improvement. The ulcerative 
type of laryngitis more frequently encountered in 
far-advanced cases proved most difficult to treat 
with fewere patients improving; of the 78 cases of 
non-ulcerative laryngitis 34 or 43.6 percent im- 
proved while only 9 or 32.1 percent of the 28 
ulcerative cases showed improvement. Twenty- 
four of the 96 cases studied had _ tuberculous 
entercolitis in addition to their larynogopulmon- 
ary disease; all of these patients but one showed 
improvement in intestinal symptoms as _ their 
laryngeal and pulmonary lesions cleared up. It 
thus seems that as a rule improvement or non- 
improvement of tuberculous complications paral- 
lells the course of the pulmonary disease rather 
closely. The authors feel that collapse therapy is 
a valuable procedure in laryngopulmonary tuber- 
culosis as many far advanced patients can be 
greatly aided; life not only prolonged and made 
much more comfortable but the course of the dis- 
ease often changed from a steady progression to 
one of improvement and healing. 





Tuberculin Test and the X-ray in Tuberculosis 
Control. P. P. McCain. Southern Medical Journ- 
al. February, 1932. 


Anti-tuberculosis workers may be encouraged 
over the possibilities of bringing the disease un- 
der control since even the most hopeful in 1918 did 
not dream that during the next twelve years the 
tuberculosis death rate in the United States 
would drop from 150 to 70.7 per 100,000 and that 
of the Southern Conference area from 140 to 80.4. 
This should make us realize that eventual success 
depends not upon the vague possibility of finding 
a specific cure but upon a more rigid and wide 
spread application of the knowledge and methods 
of fighting which we already have. Tuberculosis 
now stands seventh instead of first as a cause of 
death in this country. The reason for the higher 
mortality rate in the South is that 80 percent of 
the Negroes in the United States are to be found 
there and that their death rate is 2% to 3 times 
that of the whites. There is cause to be en- 
couraged here even, for in spite of the compara- 
tively small amount of work done among the 
Negroes their death rate was reduced 44 percent 
during the 15 year period prior to 1926. 


The most essential factor in the control of tu- 
berculosis is the discovery of cases in the minimal 
stage—the only time when it is usually curable— 
also the only stage in which it is not usually com- 
municable. At present the majority of cases are 
not discovered until they have reached the ad- 
vanced, incurable and communicable stage. By 
this time they have usually infected all those liv- 
ing in the home, often through ignorance of their 
condition or of the precautions necessary to pro- 
tect the family. Studies have shown that 80 to 90 
percent of those living in the homes of positive 
sputum cases give a positive tuberculin reaction. 
So long as such conditions prevail tuberculosis 
will continue to be a major cause of death since 
there will always be a supply of future victims 
from those in contact with advanced cases. The 
failure to make early diagnosis is not always the 
fault of the physician since most patients do not 
consult him until their disease has passed the 
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early stage. Unless they are fortunate enough 
to have some of the more impressive symptoms 
very early they are usually not sick enough to 
go to a doctor. Yet if they wait until they feel 
sick it is too late to get a diagnosis of an early 
stage. 


Since it is often true that patients with early 
and occasionally with moderately advanced tu- 
berculosis have neither symptoms nor abnormal 
physical signs it is necessary for physicians to 
employ additional procedures to those generally 
in use in order to discover any large percentage 
of early cases. Of these measures general use of 
the tuberculin test and X-ray of positive reactors 
seems to offer the most hope. While it is not 
feasible to apply this test to the entire population 
it is possible to apply it to all known contacts 
and to all with suspicious history, symptoms or 
physical signs. The Extension Department of the 
North Carolina State Sanatorium has given the 
tuberculin test to 99,653 school children, including 
several thousand of high school age and 16,000 
Negroes during the past five years with only 
15.7 percent positive reactors. Since the percent- 
age of positive reactors was much below the 
average in several rural districts and since the 
Southern Conference Area is so largely rural 
with houses separated by open spaces even in the 
cities, the author feels that not more than 25 to 
30 percent of the whole population of the Con- 
ference Area would react positively to the test. 
Since a negative test will almost surely eliminate 
tuberculosis it would seem fairly easy to thus 
weed out those needing treatment. It is also very 
valuable because it often gives patients the first 
tangible evidence of their danger and overcomes 
the tendency many would otherwise have to scoff 
at or ignore any suggestion of their need for ex- 
amination; this visible proof that they have in- 
fected other members of the family will also often 
cause patients with positive sputum who would 
otherwise persist in being careless to take the 
necessary precautions. The X-ray is a great help 
in discovering early cases hence it is most im- 
portant that all children giving a positive test be 
X-rayed—adults with a positive reaction and sus- 
picious symptoms and signs should also be X-ray- 
ed. It would be ideal for all individuals with 
positive reactions to be X-rayed every year if the 
cost were not prohibitive. It is essential, how- 
ever, that all positive reactors who have to con- 
tinue living in an infected environment be X-ray- 
ed every year. Such a program can be carried 
out if all the various groups of anti-tuberculosis 
workers cooperate closely; it is especially neces- 
sary to enlist the family physician. His attitude 
is apt to be to limit his attention to the individual 
patient rather than to try to discover early cases. 
He must be taught that this is as much his pro- 
fessional duty as it is for him to use prophylactic 
doses of antitoxin or typhoid vaccine when he 
finds a case of diphtheria or thyphoid fever. 

The Speen of carrying out an extensive pro- 
from while great, is small compared with the loss 
resulting from an endless chain of advanced con- 
sumptives. While the cost should be borne by the 
individual whenever possible, many of those need- 
ing it most can least afford such expense; close 
cooperation of the various agencies will make it 
possible to carry out such a program without 
prohibitive cost to any of them. The author de- 
tails the plan followed for the past five years by 
the Extension Department of the North Carolina 
Sanatorium. 


Diagnosis and Treatment of Bronchiectasis. Alton 
Ochsner. Southern Medical Journal. February, 
1932. 


Since bronchiectasis is probably the most 
chronic pulmonary affection found in man_ it 
should be suspected in any individual with cough, 
sputum, slight pyrexia and hemoptysis whose 
sputum is repeatedly negative for tubercle bacil- 
li. While congenital malformations may be re- 
sponsible for some cases the majority begin as 
respiratory tract infections which are followed by 


dilation. The infections most frequently produc-- 


ing bronchiectasis are influenza, pertussis and 
chronic bronchitis; chronic infections of the upper 
respiratory tract which by constant discharge into 
the lower tract infect the bronchial mucosa pro- 
ducing inflammation, dilalation and subsequent 
fibrosis are also very important. The clinical 
picture varies with the extent of the lesion and 
degree of infection; neither profuse, fetid expec- 
toration nor advanced age being necessary for a 
diagnosis. Diagnosis of the advanced case is 
easy while that of early cases is very difficult 
and can be made only by the aid of X-ray after a 
“contrast substance” has been introduced into the 
tracheobronchial tree. This should be done in the 
doubtful or suspected case. The author favors 
the “passive” technic in preforming a broncho- 
graphy—this consists of the introduction of 
iodized oil into the tracheobronchial tree following 
the anesthetization of the anterior tonsillar pil- 
lars to abolish the swallowing reflex. Its ad- 
vantages are that it is easy for both patient and 
physician and requires no especial training. 


Treatment has been unsatisfactory until recent 
years; while the procedure of choice in a unilateral 
bronchiectasis limited to a single lobe would be a 
lobectomy, this is a formidable operation whose 
results may improve in the future, however, with 
better technic. Altho this must be reserved for 
the more advanced lesion, relief of stasis by 
postural drainage is indicated in all cases and 
much can be accomplished by its use. The de- 
hydration therapy advocated by the Germans 
seems to offer relatively little as regards cure. 
The repeated introduction of iodized oil has fre- 
quently given encouraging results with such 
marked improvement as to justify its use routine- 
ly. This improvement is probably due to two fac- 
tors, (1) the oil tends to displace the secretions 
and allow them to be expelled, (2) it may exert 
a bactericidal effect by slowly liberating free 
iodine. While a return to normal function cannot 
be expected of a rigid, fibrous, bronchial wall, the 
infection within the tracheobronchial tree may be 
controlled by repeated introduction of iodized oil 
and symptomatic relief obtained in many cases 
since it is the infection and not the mere dilata- 
tion which causes the symptoms. 


In the author’s series of 173 cases, sympto- 
matic relief lasting over one year’s time was se- 
cured in 27.2 percent; symptomatic relief with 
latter recurrence due to renewed upper respira- 
tory tract infection was obtained in 51.4 pecent; 
20 percent were relieved but are still under treat- 
ment; 1.6 percent obtained no relief while none of 
the cases was made worse, 
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Alterations in the Structure of the Sella Turcica. 
Karl Kornblum, Arch. Neurol. and Psychiat. 27: 
305, February, 1932. 


This author states that among the various 
roentgen manifestations of intracranial disease, 
the changes encountered in the sella turcica are 
unquestionably the most significant. A thorough 
knowledge of the roentgenology of the sella is 
essential for the proper interpretation of roent- 
genograms and drawings, showing variations of 
the normal adult sella. The anatomical relation- 
ships of the pituitary fossa and the normal and 
pathological variations are thoroughly discussed. 
In a study of 1000 roentgenograms of the skull 
made at the University Hospital, 10% disclosed 
alterations in the sella. In another series of 100 
verified brain tumor cases, 61% showed sellar 
deformity. 


His conclusions are as follows: 


1. Alterations in the structure of the sella 
turcica, as revealed by the roentgen ray, are, in 
a high percentage of eases, indicative of intra- 
cranial disease. 


2. Lesions capable of producing changes in the 
sella turcica may be classified according to the 
characteristics of the changes produced, these 
changes being dependent on the location of the 
lesion. 


3. Deformities of the sella are, in themselves, 
rarely diagnostic, but when correlated with other 
roentgenologic observations in the skull, as well 
as with the clinical manifestations, they offer 
valuable aid in the localization of suspected in- 
tracranial lesions. 





Somatic Disorders of Functional Origin. B. Kat- 
zenelbogen, Annals Int. Med. 5:1017, February, 
1932. 


This writer opines that it is hardly possible nor 
justifiable to make too great a distinction be- 
tween the functional and organic disorders. 


He cites that many diseases, such as chorea, 
athetosis, Parkinson’s disease and Thompson’s 
disease, formerly classed as functional, are now 
definitely placed in the organic group. He then 
calls attention to the fact that the manifesta- 
tions of so-called organic diseases, as angina 
pectoris and the occurrence and frequency of at- 
tacks in symptomatic asthma and biliary lithiasis, 
are more or less conditioned by the functional 
state of the autonomic nervous system. 


He propounds the theory that definite changes 
in secretion and motility of organs, and alter- 
ation of the physicochemical status of the blood 
and bodily fluids, accompany functional disorders. 
These modifications present organic disorders go- 
ing hand in hand with altered function and are 
capable of causing as much distress as structural 
disorders. He suggests the use of the term 
physiogenic as applied to both “organic” and 
“functional” disturbances, bearing in mind that 
in organic disorders the altered function is ac- 
companied by histological changes and in purely 


physiogenic disorders, only physicochemical 
changes may be found. A number of short case 
reports are presented to illustrate his conten- 
itons. 


He concludes that: 


1. The so-called functional disorders are not 
“imaginary maladies,” and they may cause as 
much discomfort and distress as organic struc- 
tural diseases. 


2. Functional disturbances may be induced by 
various factors, physical as well as psychological. 


3. A thorough physical examination should 
therefore be supplemented by a no less thorough 
inquiry into the conditions within and without 
under which the troubles originated and develop- 
ed. Such an investigation is obviously imperative 
whenever no somatic basis for bodily disorders 
can be found. Moreover, one should be attentive 
to the fact that manifestations of organic-struc- 
tural diseases may also be greatly influenced by 
psychological factors. 





The Diagnosis of Hyperthyroidism. Maynard E. 
Holmes, Annals Int. Med. 5:1028. February, 
1932. 


Holmes calls our attention to the term hyper- 
thyroidism as designating a symptom complex 
caused by hyperactivity of the thyroid gland, and 
removes from this classification a large group 
with a similar symptomatology but not of thyroid 
origin, whom were formerly included under the 
term of Graves’ disease. He agrees with Mosch- 
cowitz and others that Graves’ disease evolves 
from a basic neuropathic personality and _ that 
only a very small percentage of this large neuro- 
genic group ever develop hyperthyroidism. The 
real problem in the management of these two 
groups of patients is not so much that an occas- 
ional neurotic individual may develop hyper- 
thyroidism, but from a practical standpoint these 
two groups must be separated because the thyroid 
patient demands radically different treatment 
from the neuropathic one. The confusion brought 
about by linking the neurogenic group with the 
thyroid gland not only leads to unnecessary thy- 
roid surgery, but has in the past, been the cause 
of considerable dissatisfaction with the treatment 
of hyperthyroidism, and in like manner no doubt 
explains the disagreement which surrounds the 
pathology of thyroid disease. 


Until the basal metabolism test was introduced 
as a clinical procedure in 1920, there was no de- 
pendable laboratory method to guide one in the 
diagnosis of thyroid disease. At present, with 
the help of this valuable clinical test, it would 
seem that there should be no valid reason for mis- 
taking a neurosis for hyperthyroidism, and yet 
the errer is still commonly made. Hamilton and 
Lahey, of Boston, report that one-third of the pa- 
tients referred to their thyroid clinic, after care- 
ful study, fail to show any disorder attributable 
to the thyoid gland. 

Failure to differentiate between the true thy- 
roid syndrome and that of neurogenic origin is in 
great part due to the fact that many practitioners 
and particularly surgeons seem to underestimate 
the part played by functional disorders of the 
nervous system as a cause of many varied symp- 
tom complexes. 

After calling attention to the importance of the 
basal metabolism test in thyroid disease he sounds 
a most timely note of warning: “The value of the 
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basal metabolic test in differentiating the thyroid 
from the nonthyroid patient is often vitiated be- 
cause of errors of technic or interpretation. When 
the test was introduced, Benedict, DuBois and 
others cautioned that the procedure could be of 
little or no value unless performed by one 
familiar with all the details involved, and using 
only the most accurate methods. Certain manu- 
facturers have simplified the apparatus and the 
compilation of the results to such a degree that 
it is very easy for considerable error to occur. 
While there can be little doubt that a well train- 
ed technician can accurately perform this valu- 
able clinical test, it is quite another thing to have 
it performed as it commonly is by one who has 
had no training except perhaps from a circular 
or a salesman. The performance of this test 
which carries so much weight in diagnosis should 
be as carefully guarded as, for example, the Was- 
sermann test.” 


Hyperthyroidism for the most part is a well 
defined, yet often not easily diagnosed symptom 
complex. The most dependable symptoms are (1) 
definite loss of weight in the presence of a normal 
or increased food intake, (2) a persistent tachy- 
cardia over 80, (3) a constant feeling of warmth 
or a sensitiveness to heat. On the other hand 
symptoms often associated with Graves’ disease 
such as fatigue, sweating, tremor, transient rapid 
heart rate, choking sensations, loss of weight in 
the presence of anorexia and subnormal food in- 
take, nervousness and emotionalism are more 
often caused by functional disorders of the nerv- 
ous system than by thyroid disease. It should 
always be kept in mind when a goiter is present 
that nervous symptoms may at times be present 
and be unrelated to it. 


He summarizes as follows: 


1. The term Graves’ disease, because of its as- 
sociation with the thyroid gland, should be re- 
served for cases of hyperthyroidism. 


2. The large neurogenic group. simulating 
hyperthyroidism and usually classified under the 
term Graves’ disease should be designated by some 
other term to indicate its neuropathic origin and 
to avoid association with the thyroid gland. 


3. The basal metabolism test is the most impor- 
tant factor in the diagnosis of hyperthyroidism, 
when properly performed and interpreted. 


4. The most dependable symptoms of hyper- 
thyroidism are persistent tachycardia, loss of 
weight in the presence of a normal or increased 
food intake and a sensitiveness to heat. 


5. Hyperthyroidism should be diagnosed with 
caution under the following conditions; in the 
presence of mental symptoms, when symptoms 
are mild and the metabolic rate is from plus 15 to 
plus 35, when there is marked chronicity of nerv- 
ous symptoms and in cases under age 20. 





Tibial Flexion of the Big Toe—New Pyramidal 
Reflex. LomTadse, G. T., Journ. Nery. and 
Ment. Diseases. 75:149, February, 1932. 


This test is considered positive when pressure 
on the outward side of the os tibia with the thumb 
Sliding along the tibia to its middle third produces 
a flexion of the big toe. 


The author submits 280 cases and concludes 
that the appearance of this reflex points to the 
presence of a lesion in the cortico-capsular region 
and in the medical cerebral artery and its deriv- 


atives. This artery is known to be the frequent 
seat of cerebral hemorrhages and thromboses, 
and he states that the presence of this reflex is 
sufficient reason to warn patients against pro- 
cedures which give strong reactions of the central 
nervous system, such as baths of carbonic acid 
or hot mud. 
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Reactions Following The Administration of the 
Arsphenamines and Methods of Prevention. Ire- 
land, Franklin D., Amer. Jour. of Syph. 16:22, 
(Jan., 1932). 


In a study of 2100 patients treated for syphilis 
the author found 236, or 11.2 per cent had re- 
action of various kinds, following use of the ar- 
senicals, chiefly arsphenamine and neoarsphena- 
mine. Of these reactions the most frequent was 
nausea and vomiting (70 percent). Following 
gastro-intestinal reactions in order of frequency 
we:e: nitritoid reactions (14 per cent), chills (6.3 
per cent), jaundice and hepatitis (2.3 per cent), 
urticaria (1.6 per cent), arsphenamine dermatitis 
(1.6 per cent), all others (4.2 per cent). It is 
noteworthy that no Herxheimer reactions were 
recorded, probably due to the fact that in case of 
doubt as to the tolerance of arsenicals, prepara- 
tory treatment was given. 


Old arsphenamine was responsible for a higher 
percentage of reactions than neo-arsphenamine, 
and women were twice as often affected as men. 
Most reactions occurred early in treatment, be- 
tween the first and tenth injections. 


Among the methods of prevention of reactions, 
none proved efficient in every case, but the most 
promising were the preliminary administration of: 
(1) atropine sulphate, 1-75 grain hypodermically, 
(2) adrenalin, hypodermically, (3) ephedrine, per 
os, (4) calcium gluconate intravenously. The 
Bezredka antianaphylaxis technic of dividing the 
dose also proved useful. 


A review of the literature of the past six years 
on the subject of arsphenamine reactions reveals 
that the pathogenesis of nearly all types of re- 
actions is still obscure in spite of diligent studies 
into the modes of production. 





Dispensary Treatment of Syphilis. Hazen, H. H., 
Amer. Jour. of Syph. 16:1, (Jan. 1932). 
Dispensary treatment of syphilis has failed in 

a number of respects, and the author suggests 

methods by which their results may be improved. 

In order to make treatment as simple as pos- 
sible, especially for patients of the “floating” 
type, Hazen suggests the following routine. for 
early syphilis: 

1. Twelve injections of arsphenamine, the first 
at semi-weekly intervals, the remainder at inter- 
vals of five days. 

2. Ten intramuscular injections of bismuth at 
weekiy intervals. 

3. Ten injections of arsphenamine at five day 
intervals. 

4. Ten injections of mercury salicylate at week- 
ly intervals. 
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In late syphilis the following scheme may be 
used: 


1. A course of intramuscular bismuth, lasting 
from six to ten weeks. 


2. Six injections of arsphenamine at intervals 
of one week. 


3. Eight to twelve injections of insoluble mer- 
cury salt once a week. 


4. Six injections of arsphenamine at weekly 
intervals. 


5. Another course of either bismuth or mer- 
cury. 


Of course such a scheme must be modified be- 
cause of some pecularity of the patient; neuro- 
syphilis, cario-vascular syphilis, associated tu- 
be.culosis, reactions due to treatment, etc., will 
make vast differences in the program. The rou- 
tine given above is frankly based upon the spiro- 
cheticidal action of drugs rather than upon a 
method which employs the defensive powers of 
the host, but at least it has the merit of render- 
ing the patient harmless to his associates. 





Hygiogenesis of Warts Disappearing Without 
Topical Medication. Zwick, Karl G., Arch. Der- 
mat. and Syph. 25:508, (March, 1932). 


The state of our knowledge concerning the re- 
sponse of warts to treatment is described by Sir 
Norman Walker’s remark, that: “ ... the ways 
of warts are mysterious, and they sometimes dis- 
appear in a few days under methods of treatment 
at which in the days of one’s youth one was in- 
clined to scoff.” All the old hocus-pocus magic 
cures for warts are recited by Dr. Zwick, who 
then goes on to discuss more modern methods 
such as electro-coagulation, i:radiation, injections 
of sulpharsphenamine, auto-hemotherapy, etc. He 
then discusses Blochs’ publication, who was able 
to cure 50% of common warts by suggestion, a 
scientific adoption of ancient magic. The author 
speculates on the caues of the cure of this homely 
condition in an ingenious and highly entertaining 
manner. 





Some Observations on The Treatmert of Syphilis. 
Cole, Harold N., Am, Journ. of Syph. 16:9, (Jan. 
1932). 

Cole believes that while bismuth is probably 
a remedy superior to mercury there has been tco 
gieat a tendency to discredit the latter. He has 
discarded the use of sulpharsphenamine entirely, 
believing it too liable to produce severe reactions. 
Tryparsamide he considers very valuable in the 
treatment of central nervous syphilis, and em- 
ploys it after malaria therapy. 


Cole believes in the continuous method of ther- 
apy rather than the intermittent method sstill 
much in vogue. 


He is employing malaria therapy more and 
more, not only in paresis, but any resistent syph- 
ilis of the central nervous system. He has also 
employed it with success on certain Wassermann- 
fast types of syphilis. The risk employed in ma- 
laria therapy is minimized by careful checks on 
the patient’s blood pressure and blood chemistry. 
Also he thinks the bloods should be routinely 


typed. 
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Hemorrhagia Thrombocytopenia in Childhood: A 
Clinical Study of Twenty-One Cases. Stanford 
McLean, M.D.,; Katherine Kreidel, A.B. and 
John Caffey, M.D., New York. Journal of the 
American Medical Association, January 30, 
1932, page 387. 

This is a very interesting article because of the 
age of the patients who are reported. There were 
twenty-one patients aged from 19 months to 12 
years, the average being 4 8-10 years. Only one 
patient was less than 2 years and six were over 
4 years of age. Seven were females and four- 
teen males. There were no racial limitations. 
Twelve were blonds, seven were brunettes and 
two were Negroes. In only one of the cases was 
there a history of purpura in the family. 


The treatment in these cases consisted of rest 
in bed, transfusions or splenectomy. The authors 
placed particular stress upon the results obtained 
from the different methods of treatment used. 
They think that the term “hemorrhagic throm- 
bocytopenia” is a more satisfactory one than 
either purpura hemorrhagica or thrombocyto- 
penic purpura because purpuric manifestations 
are not essential to the disease and they are 
frequently the least important of the hemorrhagic 
features. The lack of any immediate factor to 
account for the onset of the hemorrhage was also 
striking. The initial onset of the bleeding and 
the relapses in chronic cases developed spontane- 
ously. The relation of infection to the hemor- 
rhagic manifestations in these cases is interest- 
ing in view of the role that certain infections 
(smallpox, measles, diphtheria, typhus, tubercu- 
losis and syphilis are known to play in the pro- 
duction of bleeding thrombocytopenia. In twelve 
of the patients the history indicated that previous 
definite infections preceded the onset of hemor- 
rhagic symptoms. In two cases bleeding followed 
measles. In one case it followed pneumonia. Nine 
patients had had infections of the upper respira- 
tory tract. It is notable that in only one case did 
the onset of bleeding and infection parallel each 
other. 

The delay in the appearance of hemorrhagic 
manifestations after the acute infections and the 
absence of bleeding in the earlier phases of these 
infections suggests the possibility, clinically at 
least, that thrombocytopenia may be an allergic 
manifestation in the bone marrow affecting 
particularly the megakaryocytes. 


The diagnosis rested on clinical evidence of 
hemorrhage, a low platelet count, a prolonged 
bleeding time and delayed retraction of the blood 
clot. There were no significant changes in the 
blood except anemia, secondary to hemorrkage, 
in some of the cases. The tournequet test was 
not regarded as being of value. All cases of 
hemophilia, leukemia, aplastic anemia, agranulo- 
cytosis, syphilis, tuberculosis and known chemical 
posioning have been excluded. 


With the results obtained with the untreated 
cases (bed rest and ultra violet radiation alone) 
it seems to be true that there are cases both mild 
and severe, both acute and chronic in which re- 
covery occurs without transfusion or splenectomy. 











178 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


From the results obtained following transfusion 
it would seem that this procedure accelerates the 
tendency to arrest of hemorrhage and the return 
of the platelets to a normal level. 

The spleen was removed from only six of the 
twenty-one cases, the indication being excessive 
free bleeding from the mucous surfaces. These 
represent the more severe cases clinically, al- 
though some of them did not exhibit the most 
severe thrombocytopenia. 

Following splenectomy, the results were favor- 
able in only three of the operative cases. 

The wide range of the platelet level and the 
importance of evaluating thrombocytopenia only 
in conjunction with clinical observations is em- 
phasized. 

The authors’ conclusions are as follows: * 


1. Hemorrhagic cytopenia is frequently pre- 
ceded by infection. 

2. The minor fluctuations in the platelet count 
after it has fallen to a pathological level are de- 
void of clinical significance; these fluctuations 
should not be used alone as criteria either of re- 
mission or of relapse, nor should these minor 
changes in the platelet count be used alone as in- 
dications for removal of the spleen. 

3. The clinical evidence of hemorrhagic activity 
are the most valuable guides in prognosis and in 
the indications for splenectomy. 

4. Spontaneous remission occurs in a large per- 
centage of cases; transfusion frequently acceler- 
ates remission. Splenectomy causes the most 
rapid remission; it is not uniformly successful 
and is always a dangerous procedure. 

5. Splenectomy should be reserved for a small 
group of cases: (a) those with fulminating un- 
controllable hemorrhage; (b) those with chronic 
hemorrhage which interferes with normal growth 
and development or is a handicap to the well 
being of the patient. 

Comment; The authors have made an excellent 
and instructive study of this disease in a goodly 
number of very young children. There is un- 
doubtedly a tendency toward spontaneous remis- 
sion, and this would be an excuse for procrasti- 
nation. The danger of no treatment or resorting 
to transfusion alone is that the disease may so 
progress that the bone marrow and megakaryo- 
cytes may be exhausted or completely destroyed 
before a splenectomy is done. This apparently 
occurred in three of the six cases in this series 
which were operated upon. I have had it occur 
in one of my cases. The operation, splenectomy, 
under such circumstances cannot be _ properly 
charged with these deaths, but rather to the pa- 
tients’ unfavorable pre-operative condition. It is 
well to be conservative, but at the same time in 
this disease where splenectomy has given such 
prompt and complete relief in the great majority 
of instances, the medical attendant should not 
withhold this life saving procedure until it is 
hopeless and useless. —LeRoy Downing Long. 





The Results of Treatment of Mammary Carci- 
noma by Surgical and Irradiation Methods at 
the Memorial Hospital, New York City, During 
the Decade 1916 to 1926. By Frank E. Adair, 
M.D. of New York, N. Y. Annals of Surgery, 
Volume XCV, March, 1932. 


The author has reported a series of 199 primary 
operable cases of mammary carcinoma with com- 
plete data for a period not less than five years. 


He has pointed out that the percentage of five 
year “cures” by surgery alone ranges, in good 
hands, from 32% to 36°. Whereas, a combina- 
tion of radical surgery with pre-operative and 
post-operative irradiation gives five year results 
of 40%. 

He has very ably discussed the criteria of op- 
erability and has described the pathology of cures 
by irradiation methods alone. He points out that 
irradiation “cures” are produced by locking up the 
local disease in dense fibrous tissue and starving 
the disease process by endarteritis, and the direct 
insult to the cancer cell which is produced by the 
rays. In other words, in a “cure” by irradiation 
a pathological specimen may show cancer cells 
surrounded by dense fibrous tissue, very much as 
an arrested tubercle. 

He points out that breast carcinoma is consid- 
ered relatively radio-resistant, and that intersti- 
tial radiation should be used in attempts at ir- 
radiation alone, because the staff at Memorial 
Hospital believes that external irradiation alone 
by radium packs and high voltage X-rays is, as 
a rule, not sufficient potent therapy to affect 
cures in mammary carcinoma. Dr. Adair pvre- 
sents a 36% five year “cure” from irradiation 
alone. 

He points out very justly that the most effec- 
tive manner of treatment is combination of ir- 
radiation and surgery with a 40% five year cure. 
However, irradiation offers a substitute weapon 
with but slightly less effective results (36%) in 
cases where surgery is contraindicated. 

Comment: Though we have not collected our 
cases for report, it is our distinct impression that 
those who have had pre-operative and post-op- 
erative X-ray irradiation do better, and have a 
greater chance of five year cures than do those 
without the pre-operative and post-operative ir- 
radiation. Of course, each case should be in- 
dividually evaluated, but where there is no con- 
traindication it is our judgment that in carcinoma 
of the mammary gland pre-operative and post- 
operative external irradiation should be combined 
with radical surgery. 

—Wendell Long. 





Infertility and Sterility. An Analytic Study of 
Three Hundred Couples. By Irving F. Stein, 
M.D., and Michael L. Deventhal, M.D., Chicago, 
Illinois. The Journal of the American Medical 
Association, Volume 98, February 20, 1932. 


This report from Michael Reese Hospital serves 
as an excellent guide in the investigation and 
therapy of this essentially important subject. 
This is largely true because it outlines a complete 
but very practical plan of attack. 


In addition to a carful review of the proper 
sort of routine and its application, they report 
a series of 300 couples investigated and treated 
in their clinic. It is interesting that female 
causes were found in 89.4%, male causes in 28.8% 
and both male and female in 18.1% of the sterile 
matings. The point is justly made and cannot 
be too often repeated that the investigation must 
start with, or at least consider at the same time, 
the male as a cause for the infertility or sterility. 
They also point out that tubal patency tests were 
done in only 61.3% of the cases in the sterility 
group. While it is considered an important part, 
together with utero salpingography, in a complete 
investigation in the infertility group, in the steril- 
ity group other apparent causes for the sterility 
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are corrected before this procedure is done, and 
fequently pregnancy ensues, saving the patient 
the added and useless investigation. 


In the surgical treatment, linear cauterization 
for chronic endocervicitis was the most frequent- 
ly employed measure. Salpingostomy was done 
in 5 cases, “carefully selected,” with subsequent 
pregnancy in two. 


The fact that 58 women in their series of 300, 
or 19.3%, became pregnant after investigation 
and treatment, demonstrates the value of this 
type of work. 


Comment The investigation for sterility and 
infertility, to be effective, must be based upon a 
definite and rational routine, and never carried 
out in a hit or miss fashion. This does not mean 
that in every case of infertility or sterility the 
complete routine should be employed regardless. 
Certainly tubal insufflation and utero salpingo- 
graphy should only be used after the completion 
of all other investigations. In this circumstance 
it is then an invaluable aid. 

—Wendell Long. 





The Treatment of Carcinoma of the Cervix by 
Vaginal Hysterectomy and Radium. By L. Ad- 
ler, M.D., Vienna, Austria. American Journal 
of Obstetrics and Gynecology, Volume XXIII, 
March, 1932. 


Ludwig Adler has presented in this article the 
history and reasons for the development of the 
technic of a radical vaginal operation combined 
with the post-operative insertion of radium in the 
treatment of carcinoma of the cervix. He outlines 
the technic employed, but at the same time em- 
phasizes that each case has to be considered as 
an individual problem. 

The most significant thing about this article is 
the presentation of the statistics for 5 year cures 
without recurrence. In comparison with radi- 
ation, operation and the combination of vaginal 
operation and radiation are as follows: 


1. Five year cures from radiation in the best of 
hands, 23 to 23.6 per cent. 


2. The best figures for operation alone (Bon- 
ney), 25 per cent. 


3. Adler’s figure for operation and radium, 31.8 
per cent. 


Comment: In treating cancer of the cervix, as 
well as cancers elsewhere, we all appreciate the 
fact that we are at this time limited to attempts 
at local therapy, either radical surgery, extensive 
radiation or a combination of both. It is still my 
opinion, for reasons outlined in an article in this 
journal of December 1930, that radio therapy is 
the most acceptable treatment for carcinoma of 
the cervix in all groups of this disease. How- 
ever, it must be emphasized that early recogni- 
tion and adequate and intelligent use of the radio- 
therapy are essential to good results. 


The importance of Adler’s article lies in the 
fact that his statistics show about 9 per cent 
increase in the five year cure percentage. This 
is too large a difference to be ignored, and it 
may be that this work is in the right direction 
for better treatment of this difficult disease. 
However, I do not believe, for many reasons, that 
it justifies any change of present irradiation 
therapy, but that it is a piece of work well done, 
and of eonsiderable significance as a guide in this 
difficult field of therapy. —Wendell Long. 


Tuberculosis Cervical Adenopathy and Carious 
Teeth (Les Adenopathies Servicales Tubercu- 
leuses et le Caries Dentaires) by Jean Veyras- 
sat, La Presse Medicale, February 6, 1932, Page 
195. 


The author emphasizes the belief that the 
original lesion in tuberculous lymph glands is 
practically always tuberculous foci in the mouth 
or nasopharynx, the most common source being in 
connection with carious teeth, especially after the 
age of about 12 years. He insists that this fact 
should have a place in surgical pathology and 
points out that, in France, only Ombredonne and 
Broq have consecrated a chapter to its study. 


Two life periods are considered—first, from in- 
fancy to about 12 years. The second period from 
about 12 years to about 25 years. 


In the first period, adenopathy from tubercu- 
lous foci about the teeth is less frequent than in 
the second period, adenoids, infected tonsils, naso- 
pharyngeal infections being relatively common 
sources in childhood. He believes that in the 
second period—that is, from about 12 years to 
about 25—the adenopathy is practically always 
the — of tuberculous infection from carious 
teeth. 


It is the belief of the author that the infection 
is carried by way of lymphatics in connection 
with the m 2 of teeth, and he cites the experi- 
ments of Solkower, published in 1927, as proof 
that such lymphatics exist. 


As a means of prevention, insistence is made 
that the teeth receive uniform and appropriate 
care, especially during the periods mentioned. 


As a means of treatment, it is insisted that the 
teeth receive the first attention, with the re- 
moval of those that are diseased. Cases are cited 
in which other operative procedures was neces- 
sary in connection with cervical adenopathy due 
to tuberculous infection. 

—LeRoy Long. 





Cervical Rib (La Cote Cervicale) by M. Nathan, 
La Presse Medicale, January 10, 1932. 


The case of a tall and robust young woman is 
reported. At the age of 20 she first noticed pain 
in both arms, especially on using a typewriter %r 
playing a piano. The pains were intermittent, 
capricious, and not definitely localized to the dis- 
tribution of any nerve. There was no atrophic 
trouble. The arm reflexes were normal. Pres- 
sure over the spine and over the different nerves 
of the arm did not cause pain. Only pressure at 
one point, deeply behind the sterno-cleido-mastoid 
caused complaint of pain. There was no stiffness 
of the neck. An X-ray film seemed to be nega- 
tive. This was the history of the condition before 
the patient was seen by the author. During that 
time the pain had become more troublesome with 
considerable disability of the arm. 


Sometime before the patient was seen by the 
author there had been a diagnosis of tuberculous 
spondylitis and she had worn a plaster of Paris 
cast about the neck and upper back for awhile, 
but without any good effect. 


Finally, another series of X-ray films in dif- 
ferent directions was made, and they disclosed a 
small bony mass about the size of the head of a 
big nail (“une petite masse osseuse, grosse com- 
me la tete d’un gros clou”) unequally ossified 
could be seen on each side, and it was decided, in 
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spite of the smallness of the opacities, that the 
symptoms were due to bilateral cervical ribs. 


A surgical operation was done by a confrere, 
Robineau, who removed both cervical ribs at the 
same seance. 


The post-operative course was very unsatis- 
factory. There was paralysis of the arms for a 
week, obviously due to pulling on the brachial 
plexus, after which motor function was progres- 
sively restored. The pain persisted for several 
months, and then improved in an interesting way. 
Certain movements became painless, while pain 
persisted with certain other movements. Finally, 
however, after four years, there was no more 
pain. 

The well-known fact that, while a congenital 
anomaly, cervical rib frequently does not cause 
any symptom until adult life, is mentioned. There 
is no satisfactory explanation. 


Note: Operation for the removal of a cervical 
rib is tedious and trying, and, as in this case, not 
entirely satisfactory. A far more satisfactory 
operation is the division of the scalenus anticus 
through which pressure is removed, as suggested 
by Adson, of the Mayo Clinic. 

—LeRoy Long. 
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Fertility and Sterility in Marriage. Their Vol- 
untary Promotion and Limitation, by Th. H. Van 
De Velde, M.D., formerly Director of the Gynac- 
cological Clinic at Haarlem, Holland, Translated 
by F. W. Stella Browne. Covici, Friede: Medical 
Books, New York, 1931. 





A Doctor of the 1870’s and 80's. By William 
Allen Pusey, sometime President of the American 
Medical Association and of the American Der- 
matological Association. Charles C. Thomas, Pub- 
lisher, 1932. Springfield and Baltimore. 


A doctor of today who recalls the Aladdin's 
Lamp, like changes which began to occur in 
Scientific Medicine in the 1970’s and 80's, has 
much to look back over and much to ponder over. 
Dr. Pusey is brilliantly prepared to discuss the 
changes of medicine which have occurred within 
the last fifty or sixty years. This is an intimate 
statement of the problems confronted and met by 
a doctor in 1870 and 1880. 





Accidental Injuries. The Medico-Legal Aspects 
of Workmen’s Compensation and Public Liability. 
By Henry H. Kessler, A.B. M.D., F.A.C.S., 
F.A.P.H.A. Medical Director, New Jersey Re- 
habilitation Clinic; Formerly Medical Advisor, 
New Jersey Workmen’s Compensation Bureau; 
Consulting Orthopedic Surgeon, Irvington Gen- 
eral Hospital and Essex County Hospitals; As- 
sociate Orthopedic Surgeon, Newark Beth Israel 
Hospital; Assistant Orthopedic Surgeon, Newark 
City Hospital, Hospital and Home for Crippled 
Children; Chairman of the Committee on Standard 
Practices in Compensation for Occupational Dis- 
ease, and Chairman of the Subcommittee on Stand- 
ards of Diagnosis and Prognosis of Lead Poison- 
ing, American Public Health Association; Member 
of the Society of Medical Jurisprudence; Medical 


Director of the Occupational Disease Clinic ia 
the New Jersey Department of Labor. Octavo, 
718 pages with 157 illustrations. Cloth, $10.00, 
net. Published 1931, Lea and Febiger, Philadei- 
phia. 

The past two decades have brought about an 
enormous amount of legislation for the workman’s 
compersation, insurance liability in his many and 
diversified aspects. The machine age undoubted- 
ly has enormously increased injuries with resul- 
tant deformities, notwithstanding that every de- 
vice, as a rule possible, is thrown about the 
worker to prevent his injury. This work by Kes- 
sler is remarkable for its wide scope and for its 
special and peculiar adaptation to various voca- 
tional injuries, diseases and infections with their 
results. The book is divided into twenty chapters, 
each of which has appropriate subdivisions cover- 
ing the matter under consideration. Certainly 
every surgeon and physician having to do with 
accidental injuries, appearance before the courts 
ard Industrial Commissions, should have this 
book in his library. 


Surgical Pathology of the Female Generative 
Organs. By Arthur E. Heitzler, M.C., Surgeon to 
the Agnes Hertzler Memorial Hospital, Halstead, 
Kansas, Professor of Surgery, University of 
Kansas. 285 illustrations, Price $5.00 J. B. Lip- 
pincott Company, Philadelphia, Montreal and Lon- 
don. 


As noted before few men in the United States 
are as well prepared to discuss pathology as is 
Dr. Hertzler. This is the fourth of his works on 
Surgical Pathology and will prove of great in- 
terest to gynecologist, surgeon and pathologist. 





The Surgical Clinics of North America. (Issuea 
serially one number every other month.) Volume 
12, No. 1. (Chicago Number—February, 1932). 
240 pages with 92 illustrations. Per Clinic year 
(February, 1932 to December, 1932). Paper $12- 
-00; Cloth, $16.00 net. Philadelphia and London: 
W. B. Saunders Company, 1932. 


Among the interesting articles noted in this 
issue are those by Dr. Edwin W. Ryerson, on 
“Cerebral Spastic Paralysis”; “Fracture of the 
Femur” and “Deformity of the Elbow,” all im- 
portant surgical and orthopedic propositions. Dr. 
Kellogg Speed writes on “Common Peripheral 
Nerve Lesions.” Dr. Frederick B. Moorehead on 
“Lesions of the Jaw, Nose and Cheek; Cleft Lip 
and Cleft Palate; Cartilage Transplant; Tube 
Graft.” Dr. Herman L. Kretschmer on “Benign 
Hypertrophy of the Prostate.” Drs. Carl A. Hed- 
blom and Willard Van Hazel on “Surgical Treat- 
ment of Early Pulmonary Tuberculosis.” Dr. 
Loyal Davis on “Intracranial Meningiomas,” Dr. 
Hugh McKenna on “Old Intracapsular Fracture of 
the Neck of the Right Femur”; “Comminuted 
Fracture in the Lower Third of the Right Fe- 
mur”; “Fibroids of the Uterus Associated with 
Rapid Heart (without an Established Relation- 
ship Between The Fibroids and The Rapid 
Heart),” “Papillary Adenoma of the Sigmoid with 
Marked Subacute Inflammatory Changes”; “Acute 
Appendicitis.” Dr. George E. Shambaugh pre- 
sents “Acute Otitis Media Complicated by Mas- 
toiditis”; “Chronic Maxillary Sinusitis”; “Chronic 
Suppurative Otitis Media Complicated’ By a 


Cholesteatoma and With The Development of a° 


Fistula In The Horizontal Canal.” Dr. Golder L. 
McWhorter on “Results of Reconstruction of the 
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Common Bile Duct;” “A Case Eight Years After 
Hepaticoduodenostomy For Congenital Dilatation 
of the Common Bile Duct; Recent Diabetes Mel- 
litus”; “Experimental Suture of the Common Bile 
Duct With New Methods of Anastomosis. Re- 
sult Two and One-Half Years After Operation”; 
“High Transverse Extraperitoneal Incision For 
Nephrectomy: Its Advantages, Surgical Anatomy 
and Operative Technic.” Dr. George M. Curtis 
presents “Juvenile Thyrotoxicosis.” There are 
other interesting contributions in the book. 





Surgical Errors and Safeguards. By Max 
Thorek, M.D., Surgeon-in-Chief, The American 
Hospital, Chicago; Attending Surgeon, Cook 
County Hospital; Corresponding Member, Societe 
Des Chirurgiens De Paris, France; Associate, 
Royal Academy of Medicine, Torino, Italy; Honor- 
ary Corresponding Member, Egyptian Medical 
Association, etc. With a foreword by Arthur 
Dean Bevan, M.D., Professor and Head of the 
Department of Surgery, Rush Medical College of 
the University of Chicago. Price $10.00. 668 Il- 
lustrations, Many Colored. J. B. Lippincott, Com- 
pany, Philadelphia. 

In an introductory Dr. Bevan notes that in the 
last fifty years, the practice of medicine has be- 
come more and more surgical. But the great in- 
crease in surgical procedure has brought with it 
two new and serious problems, that is, the doing 
of some unnecessary operations, and the perform- 
ance of operations by men who are relatively in- 
competent. While the great majority of oper- 
ations are desirable and necessary and done by 
men competent to do them; on the other hand, 
many operations are done which may not be re- 
cessary, and many are badly done by the incom- 
petent. This can only be done through ignorance, 
dishonesty and bad judgment. The medical stu- 
dent and practitioner should be taught that when 
he undertakes the treatment of a patient he 
makes a contract with the patient that is legally 
binding, to give the patient the benefit of the 
knowledge possessed by men trained in the 
science of art and medicine, at the place and time 
the services were rendered. 


Dr. Thorek states that no surgeon, no matter 
how skillful or proficient he may be, should ever 
consider himself beyond the possibility of error 
or accident. He also notes that in the textbooks 
on surgery there are scattered descriptions of 
possible accidents and mishaps in different surg- 
ical procedures and the textbooks tell us what to 
do and how to do it; but it seldom tells us what 
not to do, how to avoid complications and tech- 
nical errors or how to act when face to face with 
some of the abnormal circumstances which con- 
stantly present themselves during the course of a 
surgical operation; that while it is human to err, 
it is inhuman not to try, if possible, to protect 
those who entrust their lives in our hands from 
avoidable failures and danger. 


This is a remarkably fine work on surgery. 
The thousands of errors which may easily occur 
in the practice of any man are noted and advice 
as to how they may be avoided or detected is 
given. The work, is divided into 16 chapters with 
their necessary subdivisions. The writer believes 
it is one of the most practical and entertainingly 
readable works on surgery recently issued. 





ROENTGENOLOGIC DIAGNOSIS OF LEAD 
POISONING IN INFANTS 





Edward C. Vogt, Boston (Journal A.M.A., Jan. 
9, 1932), emphasizes the fact that lead poison- 
ing in children is more common than generally 
suspected and may be the cause of obscure 
neurologic and gastro-intestinal complaints. The 
chief source of lead affecting the health of in- 
fants and children is paint chewed from furni- 
ture, woodwork and toys. Other sources are 
waterpipes, nipple shields and household utensils. 
When absorbed into the body, lead is stored in 
the bones and can be detected on the roentgeno- 
gram as a dense band at the growing margins. 
Its elimination can also be followed. The roent- 
genologic signs are very constant but specific 
and therefore confirmatory evidence is necessary. 
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STANDING COMMITTEES 1031-1932 


Scientific Work. Dr. R. M. Howard, Chairman, 
Oklahoma City; Dr. P. P. Nesbitt, Tulsa; Dr. A. B. 
Chase, Oklahoma City; Dr. C. A. Thompson, Musko- 
gee. 


Public Policy and Legislation. Dr. J. M. Byrum, 
Chairman, Shawnee; Dr. R. V. Smith, Tulsa; Dr. 
McLain Rogers, Clinton. 

Medical Defense. Dr. L. S. Willour, Chairman, 
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Adams, Vinita. 
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ser, Chairman, Blackwell; Dr. A. W. White, Okla- 
homa City; Dr. Frank H. McGregor, Mangum. 
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Tuberculosis Study and Control. Dr. L. J. Moor- 
man, Chairman, Oklahoma City; Dr. F. B. Baker, 
Talihina; Dr. R. M. Shepard, Tulsa. 

Conservation of Vision. Dr. W. A. Cook, Chair- 
man, Tulsa: Dr. C. B. Barker, Guthrie; Dr. Milton 
K. Thompson, Muskogee. 

Conservation of Hearing. Dr. L. C. McHenry, 
Chairman, Oklahoma City; Dr, Chas. M, Fullenwid- 
er, Muskogee, Dr. H. S. Brown, Ponca City. 

Venereal Disease Control, Dr. Rex Bolend, Chair- 
man, Oklahoma City; Dr. Henry S. Browne, Tulsa; 
Dr. S. D. Neely, Muskogee. 

Cancer Study and Control. Dr. E. S. Lain, Chair- 
man, Oklahoma City; Dr. James Stevenson, Tulsa; 
Dr. Frank McGregor, Mangum. 

Contract and Industrial Practice. Dr. Pat Fite, 
Chairman, Muskogee; Dr. C. E. Clymer, Oklahoma 
City; Dr. A. Ray Wiley, Tulsa. 

Crippled Children. Dr. Wade Sisler, Chairman, 
Tulsa; Dr. Earl D. McBride, Oklahoma City; Dr. 
W. K. West, Oklahoma City. 

Necrology. Dr. Ellis Lamb, Chairman, Clinton; 
Dr. R. M. Anderson, Shawnee; Dr. J. S. Fulton, 
Atoka. 

Publicity. Dr. C. A. Thompson, Muskogee. 
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Dr. D. W. Miller, Blackwell, President; Dr. J. M. 
Byrum, Shawnee, Secretary; Dr. W. P. Fite, Musko- 
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STATE COMMISSIONER OF HEALTH 
Dr. Geo. N. Bilby, Oklahoma City. 





COUNCILORS AND THEIR COUNTIES 





District No. 1. Texas, Beaver, Cimarron, Harper, 
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District No. 10. Johnson, Marshall, Coal, Assis. 
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‘CLASSIFIED ADVERTISEMENTS 


= 


SITUATIONS WANTED — Salaried Appoint- 
ments for Class A Physicians in all branches of 
the Medical Profession. Let us put you in touch 
with the best man for your opening. Our nation- 
wide connections enable us to give superior ser- 
vice, Aznoe’s National Physicians’ Exchange, 30 
North Michigan, Chicago. Established 1896. Mem- 
ber The Chicago Association of Commerce. 


FOR SALE—Home Unit ULTRAVIOLET LIGHT, 
Hanovia Manufacture. Original cost $150. Now 
priced right. Care of LAIN-ROLAND CLINIC, 
Medical Arts Building, Oklahoma City. It. 


WANTED: Qualified E. E. N. & T. Specialist as 
an associate. If interested come to see me. W. 
, 4 Saimen, 3 M.D., Duncan. It. 


isino——-: 


(HART) 


See Description, Journal A. M. A. 
Volume XLVII, Page 1488. 
A Scientific combination of Bismuth Sub- 
carbonate and Hydrate suspended in water. 


Each fluidrachm contains 2% grains of the 
combined salts in an extremely fine state 


of subdivision. 

Medical Properties: Gastric Sedative, Anti- 
septic, Mild Astringent and Antacid. 

Indications: In Gastro-Intestinal Diseases, 
Diarrhoea, Dysentery, Cholera-Infantum, 
etc. Also suitable for external use in cases 
of ulcers, etc. 

E. J. HART & CO., Ltd., Mfg. Chemists 

New Orleans 
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